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PLACE PATIENT ON BED SAFELY 


Haudsted 


as 


DEPENDABILITY Emergency Koom... 


Your patients are constantly depending upon your ability, judgment, 
service and your equipment, reason enough why more and more hospitals are 
equipping their emergency rooms with Hausted Easy Lift wheel stretchers. | 

The Easy Lift brings you many features which set standards in the emer- 
gency room. This unit offers today’s most complete line of accessories and may 
be equipped to handle any emergency service; all accessories are self-storing 
on the unit and ready for instant use. 

The combined dependability and versatility of the Easy Lift also permits 
the patient, without being transferred, to be taken from receiving through 
emergency and recovery service and then, while on the same unit, be removed 
to bed by one small nurse. Only Hausted design gives such tremendous versa- 
tility and mobility for an efficient application. 

The Easy Lift was built with the patient and staff in mind and engineered 
to give the hospital years of dependable service. Why not write today for the 
complete story on the Hausted Easy Lift wheel stretcher? 


MANUFACTURING CO. 


MEDINA, OHIO 


PIONEERS AND PRODUCERS OF QUALITY 
PATIENT HANDLING EQUIPMENT 
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ANNOUNCING... 


DILUPETTE 


BLOOD DILUTING PIPETTES 


QUALITY 


B-D 


QUALITY YOU CAN COUNT ON 
DILUPETTE offers the high-standard performance you ex- 
pect from a manufacturer with years of experience making 
precision thermometers, syringes, and other laboratory 
equipment. 
Automatic new production methods enable the manufac- 
ture of highly accurate, low-cost red or white cell pipettes 
of unprecedented uniformity and strength. 
@ constant-gauge, corrosion- Tesistant glass, thickened at 
points of stress 
@ permanent, black scale markings and white background 
of heat-fused ceramic pigment 
@ specially annealed to eliminate internal strains and 
minimize breakage 


ACCURACY —— 


Check your distributor 
for special 
introductory offer 


PLUS REAL ECONOMY 


GREATER ACCURACY ADDED 
DILUPETTE accuracy is within the limits of +1%, far 
exceeding N.B.S. specifications...usefulness is extended 
beyond the blood count to other laboratory micfo-dilutions. 
Rigid quality control checks guarantee uniformity of 
pipette and performance. 


SAVINGS MULTIPLIED 

Built-in extra strength, permanency of graduations give 
you a longer-lasting pipette...DILUPETTE provides the 
greater accuracy of more expensive pipettes at no addi- 
tional cost. 

.. and only DILUPETTE has the HYDRO-CATOR Bulb, a built-in indi- 
cator providing clearly visible evidence of dryness. The bulb 
appears lightly frosted when completely dry but transparent when 
moisture is present. 


BECTON, — AND COMPANY, rurnerroro, new versey 


B-D, DILUPETTE AND HYDRO-CATOR ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY 69959 
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ORAL 
ILOSONE 


QUALITY / RESEARCH / INTEGRITY 


INTRAMUSCULAR 
ERYTHROMYCIN’ 
100 mg. 


ORAL 
ERYTHROMYCIN 
250 mg. 


assures a more decisive clinical response 


ILOSONE in almost every common bacterial infection — 


(erythromycin ester, Lilly) as the propionate 


Ilosone provides more potent, longer-last- 
2 *Shown by how many times the serum can be di- 
Ing therape utic levels in the serum within _ luted two hours after administration of the anti- 
minutes after administration. A fast, de- biotic and still inhibit identical pathogenic strains - 
of bacteria. This is the Tube Dilution Technique, 
cisive response is assured in almost every which is regarded by leading authorities as the 
most meaningful method of comparing different 
common bacterial infection. antibiotics. It shows not merely the level of anti- 
effectiveness of that level. 
mg. Pulvules® every six hours, according 1. Griffith, R. S., et al.: Antibiotic Med. & Clin. 
: infecti imum 3 Therapy, 5:609 (October), 1958. Note: Peak levels 
to severity of infection. For optim ef with the oral erythromycin tablets (thirty-three 
fect, administer on an empty stomach. dilutions) were not observed until four hours after 
administration. 2. Data from Griffith, R. S.: Anti- 
(A 125-mg. pediatric Pulvule is also avail- biotics Annual, p. 269, 1954-1955. 


able.) In bottles of 24. 


El! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
932521 
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Seward (Alaska) General Hospital is one of the newest hospitals in the newest 
state. The hospital, built with the help of Hill-Burton funds, was completed in 
July 1958. A description of the kind of hospitals in Alaska, and the types of 
problems they face, begins on page 42. Photo courtesy of Alaska Department 
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Her business 
is venomous reptiles 


To a venomologist like Mrs. Eleanor Buckley of Wyeth, 
the story of reptilian venoms goes back far beyond man’s 
beginnings. But it is also a story of how modern medical 
science conquers the effects of venomous bites. 

Mrs. Buckley is an authority on Antivenin—an | 
antisnakebite serum that is lifesaving to humans and their. 
domestic animals. It is one of a number of Wyeth 
agents produced, not for profit, but as a public-health 
responsibility. 


Mrs. Buckley is shown here examining a live Mexican 
Beaded Lizard (aptly known as Heloderma horridum). 

Of all lizards, this and the Gila Monster are the only 
poisonous species known. The lizard in the picture is one 
of three obtained by Wyeth and now maintained at the 
Philadelphia Zoo for basic venom research, to be 

carried out at one of the city’s large medical schools. 


Mrs. Buckley is prominent in venomological circles for her 
published observations on lethal venoms. At Wyeth, she 
works closely with physicians of the Medical Division in 
elucidating procedures to help clinicians treat victims of 
snakebite poisoning. In line with the modern view, specific 
serotherapy is advocated. With many clinical authorities, 
Mrs. Buckley and her medical associates approve the 
passing of envenomation treatment by tourniquet, incision, 
and suction. They emphasize adequate initial dosage 


of serum. 


Identifying the serpent on the Aesculapian staff as the 
Elaphe longissima, Mrs. Buckley describes it as a non- 
venomous snake regarded in antiquity as.a symbol of 
knowledge. Today, more than ever, medicine serves 
through knowledge and through the tools that knowledge 
provides. Among these is Antivenin, America’s only 


antisnakebite serum. 


® 
Philadelphia 1, Pa. 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
. hospital associations are in LIGHTFACE 


NATIONAL MEETINGS 
type. Other organizations in the health 
1959 field are shown in ITALICS.) 


Aug. 24-27—6lst annual meeting, New 
York City (Coliseum; Statler Hotel) FEBRUARY 


1960 City, Mo. (Bellerive Hotel) 
Aug. 29-Sept. 1—62nd annual meeting, San = 23-27 Dietary Department 


A New Orleans (YWCA) 
Francisco (Civic Auditorium) 23-27 Nursing Service Administration, Fres- 
MEETING AND INSTITUTE 


no, Calif. (Fresno Hacienda Motel) 
CALENDAR 


MARCH 
THROUGH JUNE 1959 2-4 Hospital Safety and Insurance, To- 
(American Hospital Association institutes 


16-19 Nursing Inservice Programs, Kansas | 


ronto, Ont. (King Edward Hotel) 


before you order 


price 


standard and disposable line 


syringes & needles 


Contact your 


Surgical Products Division Representative 
or write direct. 


AMERICAN CYARAIND COMPARY 


Producers of Davis & Geck Brand Sutures and 
Vim Brand Hypodermic Syringes and Needles. 


Sales Office : Danbury, Conn. 


4-6 Quebec Hospital Association, Mont- 
real (Windsor Hotel) 
5-6 Georgia Hospital Association, Au- 
gusta (Bon Air Hotel) 
5-7 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 
9-11 Adwanced Institute for Directors of 
Hospital Volunteers, Chicago (AHA 
headquarters) 
12 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 
16-19 Obstetrical Nursing Administration, St. 
Louis (Coronado Hotel) 
16-20 National Health Forum, Chicago 
17-19 National Health Council, Chicago 
(Palmer House) 
23-25 New England Hospital Assembly, 
Boston (Statler Hotel) 
30-Apr. 3 Dietary-Housekeeping-Nursing 
Department Relationship, Chicago 
(AHA headquarters) 
31-April 2 Kentucky Hospital Association, 
Lexington (Phoenix Hotel) 


APRIL 


1-3 Mid-West Hospital Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 

6-9 Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 

6-9 American Academy of General Prac- 
tice, San Francisco 

8-10 Southeastern Hospital Cosiderenen, At- 
lanta (Atlanta-Biltmore Hotel) 

9-10 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

12-16 Annual Conference of Blue Cross 
Plans, Chicago 

13-17 W on Team Nursing, Chicago 
(AHA headquarters) 

13-17 Hospital Engineering, Baltimore (Lord 
Baltimore Hotel) 

16-17 Carolinas-Virginias Hospital Confer- 
ence, Roanoke, Va. (Hotel Roanoke) 

20-23 Evening and Night Nursing Service 
Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) 

22-23 South Dakota Hospital Association, 
Huron 

23-24 Iowa Hospital Association, Des 
Moines (Savery Hotel) 


27-29 Tri-State Hospital Assembly, Chicago 


(Palmer House) 

27-May 1 American Psychiatric Associa- 
tion, Philadelphia 

27-May 1 National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May 1 Occupational Therapists, Waco, 

Tex. (Roosevelt Hotel) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, Utah (Utah Hotel) 

. 4-8 Dietary Department | 
Pittsburgh (Pick-Roosevelt Hotel) 

6-8 American Pediatric Society, Buck Hil) 
Falls, Pa. 

7-8 Tennessee Hospital Association, 
Nashville (Andrew Jackson Hotel) 

11-13 Canadian Hospital Association, Mont- | 
real (Queen Elizabeth Hotel) 

11-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 

11-15 National League for Nursing, Phila- 
delphia (Convention Hall) 

13-15 Upper Midwest Hospital Conference, 
St. Paul (St. Paul Auditorium; Lowry 
and St. Paul Hotels) 

14 Massachusetts Hospital Association, 
Boston (Statler Hotel) 
(Continued on page 120) 
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widespectrum antibacterial exclus 


a one of the unique nitrofurana— products of Eaton research 


in clinical use for more then 12y years and the most 
single topical antibacterial; Furacin—like other nitrofurans—remains effec- 
tive against pathogens which have developed, or are prone to develop, 
resistance to other antibacterial agents. There has been no evidence that 
originally sensitive strains of staphylococci or other bacteria lose their 
Susceptibility: to FURACIN in any significant degree. 


Suppontris and In special formulations for ee, ear and nose. 


Caton Norwich, New 


25000000 
courses 
and 
resistance 
FURACIN 


IT’S THERE IN HOURS... 
AND COSTS YOU LESS! 


Your packages go anywhere Greyhound goes...and 
Greyhound goes over a million miles a day! That 
means faster, more direct service to more areas, 
including many, many places not reached by other 
public transportation. 

What’s more, Greyhound Package Express offers 
this service seven days a week... twenty-four hours 
a day...even on week-ends and holidays! Packages 
get the same care and consideration as Greyhound 


' passengers...riding on dependable Greyhound buses 


on their regular runs. And you can specify C.O.D., 
Collect, or Prepaid. | 
So remember—anything from surgical lights to sick 
room supplies canbe sentGreyhound PackageExpress. 
Call your nearest Greyhound bus station or write to 
Greyhound, Dept.M2, 5600 Jarvis Ave., Chicago, Ill. 


When time 
really counts.. 
hypo your 
shipments... 
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Super Flaker SF-1F 
Max. daily output 
350 ibs. Occupies 3 


sq. ft. floor space. 


Max. daily output 

Si 1050 Ibs. Occupies 8 
Max. daily output 200 : age bin capacity 
Ibs. Occupies 5 ft. approx. 350 Ibs. 


sq. 
floor space. oe bin 
capacity approx. 100 Ibs. 


Model SF-5E 
Max. daily output 
up to 2000 Ibs. 
Takes 5 sq. ft. 
floor space. 


Royal 
of Ice Machines 


ICE MACHINES 


World’s Largest Line...World'’s Largest Seller 


SUPER CUBER SC-500E SUPER CUBER SC-100F SUPER CUBER SC-200F Combination Ice Machine 

Ice Capacity—Up to 500 Ibs. Ice Capacity—Up to 110 Ibs. Ice Capacity—Up to 225 Ibs. and Drink Dispenser 

Storage Capacity — Stainless Storage Capacity — Stainless Storage Capacity — Stainless Two models—DSI, up to 350 
steel bin stores up to 75 Ibs. steel bin stores up to 150 Ibs. Ibs. daily capacity—DS2, up 


steel bin stores up to 400 Ibs. 
to 550 Ibs. daily. 


PLUS DOZENS OF OTHER SCOTSMAN MODELS FOR EVERY ICE NEED! 


Make your own SCOTSMAN ice for as little 
as 8¢ per 100 Ibs! Send for FREE 44-page 
booklet, ‘‘How To Use An Ice Machine.”’ 


NAME 


SsCoTs het AN ADDRESS 


ICE MACHINES 
__ STATE 


More than 50 models of Super Fiakers 
ueen Products Division, King-Seeley Corporation 
ice Machines and Drink Dlepensers 102 Front Street, Albert Lea, Minnesota 
; EXPORT OFFICE: 56 Beaver, New York, New York 


9 
_ 
| 
\ 
: 
> 
SEG 
$ 
— LE 
| 
€ 
9 


BUILT FOR PUNISHMENT 
AND LONG SERVICE 


The American Lo-Door Mammoth Cascade Washer 


The Lo-Door MAMmotH CascapE Washer is a rugged machine designed and 
built to absorb the punishing demands of big-volume, heavy-duty operation. - 


Unusual design creates built-in strength through unity of elements. Cylinder, ribs, | 
transmitters and gudgeons are rigidly constructed to operate as a single unit, 
for greater resistance to strain and wear produced by the constant 

turning and dropping of huge 900 to 1200-lb. loads! 


Look on the opposite page! See for yourself how the Lo-Door CascaDE is 
built for puntshment and long, trouble-free service! Also consider these 


important advantages: | 

gen Greater drop of work in 60” diameter cylinder guarantees 
highest quality washing in minimum time. 

gaa Low tub door, and slope of horizontal or “Y”’ partitions when cylinder is in 
unloading position, allow work to slide out easily and quickly — 
saves labor and machine down-time. 

For additional information on the American Lo-Door MAMMotTH CascabDE Washer, 


call your nearby American Man from 
the Factory, or mail the coupon. 


60x 96” LO-DOOR. MAMMOTH 

‘CASCADE Washer (900 ibs. 

dry wt. capacity); 4-compt.,, 

horizontal-partition cylinder 

with Minged dcors. Also furnished 

with Gcompt, horizontae 

_ partition, or Ypocketcyinder, WY 

“Ainged of sliding Bandlocked doors 
optional. 60 x 126” LO-DOOR 

MAMMOTH CASCADE (1200 tbs. capacity) 

2180 avatlabie, with 6 or &compt., horizontal-. 

partition, 12. 15:°Y-pocket cylinder, either 

Ringed or sliding Band-Locked doors 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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* thick, have two 
Bed to each side. 


Vertical. partitia 
reinforcing band: 


you get more from 


Cylinder gudgeons are press-fitted 

to transmitters, and held fast 

by 9 bolts at(A),and 3 precision-ground, 
drive-fitted dowel pins at @). 


Full-length 6” ribs (C), .109” thick, 
extend through cylinder end sheets and 
are riveted to transmitters. 


Cylinder side sheets, .109” thick, 
extend over and are riveted 
to flanges ® of transmitters. 


Full-length 3” ribs ©, .109” thick, 
are located directly behind 

door hinges and bolted to transmitters 
with body-fit bolts. 


Full length 3x 3x 44” stainless steel 
angles are bolted to cylinder end heads 
and transmitters with body-fit boltsCF). 
The angles are also welded to horizontal 
partition, cylinder side sheets 

and vertical partitions @ ( below). 


The American Laundry Machinery Company 
Cincinnati 12, Ohio 


Mammoth Cascade Washer. 


NAME 


Send complete information on the American Lo-Door 


CARE OF 


ADDRESS 


cITY ZONE 


STATE 
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in the peptic ulcer diet... 
“orange J uice 
several times daily 


affords protection against vitamin C deficiency © 
without untoward effects on ulcer healing 


j 


Strub, Talso, and ValDez, in 
studying gastric response to 
orange juice, find that when 
patients with active duo- 
denal ulcers are given 4 oz. 
orange juice “several times 
daily” along with “‘the usual 
forms of medical manage- 
a ment, no prolongation in the 
healing is noted.” (J.A.M.A. 
163 :1602, 1957) 
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COMMISSION-LAKELAND. FLORIDA 


ORANGES GRAPEFRUIT TANGERINES 
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introducing the — 


Paul W. Nelson describes the kinds 
of hospitals available in the na- 
tion’s newest state in an article 
beginning on 
page 42. Mr. 
Nelson was for- 
merly adminis- 
trator of the 
Seward Sana- 
torium, located 
in Bartlett, 
Alaska. He 
completed clos- 
ing procedures 
at that institu- 
tion early this 
month and terminated his service 
there at that time. 

Active in the new state’s health 
and hospital affairs, Mr. Nelson 
was twice president of the Alaska 
Hospital Association. He has rep- 
resented that association in the 
American Hospital Association’s 
House of Delegates. He is also a 
past member of the Territorial 
Welfare Board and presently 
serves as a member of the Gov- 
ernor’s Hospital Advisory Council. 

Mr. Nelson received his B.S. de- 
gree from the University of Ne- 
braska and, in 1950, his M.H.A. 
degree from Northwestern Univer- 
sity as a graduate of the school’s 
program in hospital administra- 
tion. 

During World War II, Mr. Nel- 
son served as a flight instructor at 
Randolph Field, San Antonio, Tex. 
He still flies his own plane—which, 
in Alaska, often means the dif- 
ference between transportation 
and isolation. Fishing and hunting 
moose, caribou and bear are some 
of Mr. Nelson’s other recreational 
interests. 

Mr. Nelson is married and has 

four children, ranging in age from 
six to sixteen. 
Accompanying the article by 
Mr. Nelson are short commentaries 
on Alaskan hospitals by Howard 
Cook, executive director of the Chi- 
cago Hospital Council and Richard 
L. Johnson, secretary of the “Amer- 
ican Hospital Association Council 
on Administrative Practice. 


MR. NELSON 
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Charles E. Goshen, M.D., who dis- 
cusses the design and operation of 
a phychiatric unit in an article be- 
ginning on page 
47, is well qual- 
ified for this as- 
signment. Dr 
Goshen is pro- 
ject director of 
the American 
Psychiatric As- 
sociation’s Ar- 
chitecture 
Study Project, 
a position he 
has held since 
June 1957. He has spent nearly 
two years investigating matters 
pertaining to the design of psy- 
chiatric treatment facilities. 

Dr. Goshen received his A.B. de- 
gree from Columbia College, New 
York, in 1938. He was granted an 
M.D. in 1942 from Columbia Uni- 
versity College of Physicians and 
Surgeons, New York. In _ post- 
graduate study, Dr. Goshen gradu- 
ated from the New York Medical 
College School of Psychoanalysis 
in 1952. He is a fellow of the 
American Psychiatric Association, 
and a member of the American 
Medical Association. He is also a 
member of several state and 
county medical societies. 

Until 1957, Dr. Goshen was in 
private psychoanalytic practice in 
Hempstead, N.Y. During these years 
he directed a private psychiatric 
clinic which handled up to 10,000 
patient visits per year. He also 
helped set up the first private day 
hospital in Flushing, N.Y. In 1957, 
Dr. Goshen was named project di- 
rector for the Architecture Study 
Project mentioned above, and the 
General Practitioner Education 
Project, which is designed to de- 
velop psychiatric training methods 
for general practitioners. Both of 
these APA projects were originally 
financed by U.S. Public Health 
Service grants. 

Dr Goshen has written many 
articles and several books. He is 
married and has two children, 
ages 12 and 15. 


DR. GOSHEN 


WHEN YOU 


STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 


and accurately—everywhere. in 
the hospital. | 


MAINTENANCE MEN 


find repairs minimized; re- 


placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM CO.., Ino. 


COPIAGUE, L. I., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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How 


DETERGENT— DISINFECTANT 


fights 
staph 
infection 
yet cuts 
labor costs 
as much as 


@ Lehn & Fink Products Corporation 1958 
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hospital conditions 


Cuts labor cost 47% 

(by mop-and-pail method) 

Comparative time studies of Tergisyl vs. con- 
ventional method of washing and disinfecting 
using mop-and-pail technics reveal that one- 
step Tergisyl method reduces the man-time 
required by 47%. Actual time saved was 25 
minutes per 1,000 square feet of floor area 
—a labor saving of 125 man hours or 15 
man days per week in a 300-bed hospital. 


Cuts labor cost 22% 

(by machine scrubbing-vacuum method) 
Comparative studies of Tergisyl vs. conven- 
tional machine scrubbing-vacuum pickup, fol- 
lowed by mop-and-pail application of disin- 
fectant, reveal that one-step Tergisyl method 
reduces the man-time required by 22%. Ac- 
tual time saved was 23 minutes per 1,000 
square feet of floor area — a labor saving of 
20 man hours or 22 man days each week in 
areas of heavy soil in a 300-bed hospital. 


Cuts material cost 5% to. —_— 
(using either g meth 
Comparison of cleaning and diuichiation effi- 
ciency of Tergisyl vs. conventional method 


showed greater cleaning ability for Tergisyl | 


than the detergent previously judged accept- 
able by the hospital. “Before” and “after” 
bacteriological tests confirm Tergisyl’s bacteri- 
cidal, fungicidal, and tuberculocidal efficiency. 


* Details available on request. 


controlling Staph in your hospital. 

Write for 24-page indexed booklet with 
suggestions for use in 

every area of the hospital. 

Free samples sent on request. 


Plan to put Tergisyl to work right away 


Better Staph control 
with less effort How to apply 


truly aseptic technics to more and more 
areas of hospital housekeeping — with- 
out involved procedures and increased 
labor costs—is a perplexing problem for 
hospitals of every size. But avoiding ac- 
cumulations of dust, and stopping 
movements of dust on which infectious 
organisms can “travel,” has become an 
important must in preventing the spread 
of Staph. Lehn & Fink’s Tergisyl™ de- 
tergent-disinfectant provides a practi- 
cal means of solving this problem. 


“Infection” Committee Frequent and 
thorough use of Tergisyl, with known 
bactericidal, fungicidal and tuberculo- 
cidal activity, can do a great deal 
towards eliminating air-borne bacteria 
and cutting Staph infection to a min- 
imum. 


Surgical Staff and O.R. Best defense 
against Staph is careful attention to 
complete environmental asepsis, includ- 
ing floors. Tergisyl is safe for conduc- 
tive floors and is Underwriters’ Labo- 
ratories approved. 


Administrator For every 100,000 
square feet of floor space now cleaned 
and then disinfected by man-and-mop- 
and-pail, you can save as much as 5 
man days per week, or 40 man hours, 
by adopting the one-step Tergisyl 
method. 


Housekeeper Complete twice the 
work in half the time—and save money 
on both labor and materials. One-step 
Tergisyl cleaning—which includes de- 
pendable disinfection — requires little 
instruction. No rinsing needed. 


Purchasing Agent By standardizing 
on Tergisyl™ detergent-disinfectant 
you will cut costs of cleaning and disin- 
fecting supplies and simplify inventory 
control. 


Best test of Tergisyl’s labor-saving ad- 
vantages is use in your own hospital. 
Please try it. We will be glad to help 


. you with any infection problem you 


have. Technical assistance is available 
to your Committee on Cross Infection 
or to individual department heads on 
request. Just write: 


Lehn & Fink Professional 


445 PARK AVENUE. NEW YORK 22.N.Y. 


SPECIALISTS IN ENVIRONMENTAL ASGEPSIS 


HOSPITALS, J.A.H.A. 
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To provide every advantage for the new-born or premature infant... 


the NEW /4s O/erre’6é 


infant incubator by 


e True isolation 

e Ease of cleaning 

e Precise control of environment 
e Unique Oz-limiting valve 

e Removable power unit 


e Molded plastic entry ports 


The new model C-77 Isolette infant incubator 
has been designed to provide many im- 
portant new features while retaining all the 
precise atmospheric controls of the earlier 
model. In addition all ISOLETTE accessories— 
the VAPOJETTE®, ISOLETTE ROCKER, and 
weighing scale—fit the new C-77 ISOLETTE. 


AIR-SHIELDS, INC. 


THE NEWLY DESIGNED ISOLETTE infant incubator (Model C-77) retains and refines all the outstanding advantages of 
the earlier model, and provides many important new features as well: 


True isolation—(1) by use of air from outside the hospital 
or, (2) by use of the new MICRO-FILTER which removes 
99.50% of contaminants as small as 0.5 micron (average 
staphylococcus is 0.8 micron* ) from nursery air. Thus, 
a constant supply of pathogen-free air from outside the 
hospital, or micro-filtered nursery air safeguards the 
infant from air-borne or droplet infection. 


Easily cleaned—one-piece, smooth aluminum condition- 
ing chamber, with rounded inside corners—no inaccessi- 
ble areas to become contaminated with bacteria. 
Relative humidity control—simple to operate and easy 
to clean—maintains stable R.H. as high as 85% to 
100%, independent of temperature. 


Temperature control within +1°F. 
Efficient cooling system ensures safe incubator tempera- 
tures even when nursery temperature exceeds 95°F. 
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Unique O.>-limiting valve—restricts concentration to 


40% even when high flows are used by unique “relief” 


_valve which bleeds excess oxygen outside the ISOLETTE. 


Low or high concentrations can also be maintained. 


Removable power unit—compact, lightweight power 
unit containing heating element, operating and safety 
thermostats, and air-circulating blower fits snugly 
beneath conditioning chamber. The new power unit is 
easily removed for replacement of parts. 


For additional information about the new, model C-77 
ISOLETTE, phone us collect (OSborne 5-5200) or write 


AlIR-SHIELDS, INC., Hatboro, Pa. In Canada: 8 Ripley 
Avenue, Toronto 3, Ont. Roger 6-5444. 


*Zinsser, H.: Bacteriology, ed. 11, New York, D. Appleton- 
Century Company, Inc. 1957, p. 244. 3 
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MATTRESS BEDDING DISINFECTOR 


wth LOADING CAR 


A special-purpose Ethylene Oxide unit combining © 
minimum investment and low processing cost 
with simple, effective operation 


AMERICAN 


STERILIZER 


ERIE SCPENNSYLVANTA 


Write today for bulletin SC- 306 
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| digest of NEWS 


> REPORT FROM WASHINGTON—President Eisenhower has requested $101.2 
million for the Hill-Burton hospital construction program in the budget 
which he presented to Congress. The figure is $85 million less than Con- 
gress voted for the program last year. Details p.. 106. 


The President also requested: 

®@ $89 million for hospital-medi- 
cal care as part of the Veterans 
Administration budget. Details 

® $87 million for the Office of 
Civil Defense and Defense Mobi- 
lization. Details p. 107. 

@ $89 million for “medicare,” 
the civilian program for hospital- 
medical care of dependents of 
members of the uniformed federal 
services. Details p. 107. 

@ Although the President made 
no mention of a proposed health 
insurance program for federal 
employees in his budget, Congress 


has scheduled hearings on the pro- 
posal. Details p. 106. 

@A Senate committee, under 
the chairmanship of Sen. Lister 
Hill (D-Ala.), is planning to con- 
duct a year-long study into as- 


sistance programs which the fed- 
eral government is providing for 


the aged. Details p. 107. 

@® The American Hospital As- 
sociation has proposed that federal 
loan funds for construction of in- 
tern and nurse housing be in- 
creased to $150 million. Details 
p. 107. | 


}» CANADIAN GROUP BEGINS ACCREDI- 
TATION OF CANADIAN HOSPITALS— The 


accreditation program of the Ca- 


nadian Council on Hospital Ac- 
ereditation has been inaugurated. 
The new council, composed of rep- 
resentatives of four Canadian 
hospital-medical groups, will take 
over the Canadian part of the 
work done by the Joint Commis- 
sion on Accreditation of Hospitals. 
Details p. 108. 


) METHODISTS URGED TO LEAD, NOT 
FOLLOW, GOVERNMENT—Lawmakers 
should be shown by adminis- 


trators of charitable institutions © 


what the needs of the institutions 


are and how government can help — 


fill them rather than the law- 
makers telling the _ institutions 
what the government will do for 
them, conventioners at the annual 
meeting of the National Associ- 
ation of Methodist Hospitals and 
Homes were told by two leading 
government officials. Details p. 109. 


+ PILOT STUDIES CONDUCTED FOR NEW 
COUNSELING PROGRAM—Seventeen 
hospitals scattered throughout the 
United States have been made 
available for use in a pilot study 
of a questionnaire which is to 
serve as the basis for the Ameri- 
.can Hospital Association’s Hospital 
Counseling Program. Details 
p. 109. 
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> HEALTH CARE ECONOMICS UNDER 
STUDY IN MICHIGAN—Eight major 
areas of hospital-medical income, 
expenditure, and control are being 
studied at the University of Michi- 
gan under a Kellogg Foundation 
grant. Details p. 112. 


»> HEALTH FIELD, PUBLIC NEED BETTER 


RAPPORT, BLASINGAME SAYS—Hospital 


- and medical personnel should bring 


the views of the health professions 
before the public so the public 
will have fewer misconceptions 
about activities in the health field. 
This viewpoint was expressed by 
Dr. F. J. L. Blasingame, executive 
vice president of the American 
Medical Association, before the 
annual meeting of the Chicago 
Hospital Council. Details p. 116. 


» $20 PER DAY ALLOWED FOR CHARITY 
PATIENT CARE IN NEW YORK—Volun- 
tary hospitals in New York City are 
to be paid $20 per day by New York 
City, effective July 1, for care 
provided for charity patients, the 


United Hospital Fund of New York 
reported. Details p. 113. 


> KANSAS CITY AREA HOSPITALS HAVE 
UNIFIED DISASTER PLAN—A medical- 
hospital disaster plan for the 
Kansas City area (Missouri and 
Kansas) has been developed by 


- the Kansas City Area Hospital 


Association, the association re- 
ported. 
“It is the first time a single, uni- 


- fied metropolitan area plan has 


been attempted,” the association 
stated. 

Under the plan, city and county 
lines are erased so that all the hos- 
pitals in the area may be tied to- 
gether in time of disaster. A co- 
ordinating committee, consisting of 
an over-all disaster coordinator 
and nine members of the associ- 
ation’s medical staff and adminis- 
trative councils, would be in charge 
of putting the plan into operation. 
A shortwave radio network puts 
all hospitals in communication 
with one another and with a 
central control station which is in 
contact with police and other dis- 
aster agencies. 


7 BLUE CROSS PLANS FACE RATE, PAY, 
INFRINGEMENT DIFFICULTIES—In Michi- 
gan, Frank Blackford, insurance 
commissioner, promised to inquire 
into rates charged by Michigan 
Hospital Service, after the 
Wayne County (Detroit) Board 
of Auditors protested an 18.5 per 
cent rate increase and four Grand 
Rapids, Mich., hospitals objected 
to a rate ceiling which the Plan 
instituted. 

@ Minnesota Hospital Service 
Association announced that it 
plans to pay 97 per cent of claims 
made by member hospitals, instead 
of 100 per cent as presently paid, 
in order to build up its financial 


Worth Quoting 


“. . . The mere formulation of a problem is far more often essential 
than its solution, which may be merely a matter of mathematical or 
experimental skill. To raise new questions, new possibilities, to regard 
old problems from a new angle requires creative imagination and marks 
real advances in science . . .”-—Albert Einstein. 
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reserves. Routine physical exami- 
nations and purely diagnostic 
studies have been eliminated from 
the Plan’s coverage. It has been 
estimated that it will be a year be- 
fore the Plan will have a reserve 
position which will be satisfactory 
to the Plan’s trustees. 

@In Pennsylvania, three Blue 
Cross Plans (Hospital Service Plan 
of Lehigh Valley, Capital Hospital 
Service, Hospital Service of 
Western Pennsylvania) agreed to 
amend their proposals for out- 


patient coverage so that Blue 
Shield would not be infringed 
upon. Outpatient diagnostic serv- 
ices will be paid for by Blue Cross 
“only when performed in the hos- 
pital and billed by the hospital— 
not the doctor,” the Plans stated. 


) GEORGIA CONSIDERS CHANGES IN BLUE 
CROSS ENABLING ACT—-The Georgia 
legislature has before it a bill to 
change the state’s Blue Cross-Blue 
Shield enabling law “so as to 
threaten the future of nonprofit 


Ritter Twin-Light 
these advantages 
inyour 
operating rooms! 


LARGER OPERATING FIELD—A field of unusually large size in- 


sures massive wound coverage, but 
justed down to spot size. 


pattern can be easily and quickly ad- 


UNIFORM ILLUMINATION —Regardiess of light pattern size, this 
cool, shadow-proof illumination is consistent throughout the light field— 
color-corrected—and intensity-adjustable to surgeon’s visual requirements. 


iy STANT ADJUSTME NT —Today, the surgeon commands his illumi- 


nation. The Twin- Light sterilizable 


handles give surgeons easy directional 


control and instant focusing for size of surgical field. 


REMOTE CONTROL —Supplementary controls, outside sterile field, 
provide remote, identical light maneuvers and adjustment when desired 


by circulating nurse. 


ABSENCE OF DUST-HARBORING SURFACES —seif-cleaning, 


static-wiped concealed tracks (either flush-mounted or ceiling recessed) 


induce integral asepsis. Single arm 
ing and control elements. 


Send for additional information 


of 


suspension conceals all electrical wir- 


THE RITTER COMPANY INC. 

Ritter Park « Rochester 3, New York 
Please send us full information on Surgery and 
OB Lights. 

Weare renovating our surgeries. 

We are building. 
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medical and hospital service 
plans,” the Georgia Hospital As- 
sociation reported. 

The bill would remove the Blue 
Cross-Blue Shield enabling laws 
from the public welfare section of 
the state code and put them with 
laws governing the insurance in- 
dustry. 

Among the objections to the 
proposed law, the Georgia Hospital 
Association stated, are that: 

@ “The new ‘insurance’ law 
would provide that all licensed 
practitioners of ‘the healing arts’ 
could participate in Blue Shield 
Plans, whether they were actually 
medical doctors or not. Among 
these would be the osteopaths, 
chiropractors, chiropodists, podi- 
atrists, midwives, and all other 
such groups. If these people are 
in Blue Shield, the existing agree- 
ments of hospitals with Blue 
Cross-Blue Shield would have to 
be radically altered. Otherwise, 
they would face the prospects of 
allowing practitioners other than 
doctors placing patients in the 
hospitals. 

@ “Provision is not definitely 
made for hospitals to be repre- 


‘sented on the governing boards of 


Blue Cross Plans... 

@ “If hospitals have to permit 
practice of groups other than 
doctors and dental surgeons on 
their premises, they face loss of 
their accreditation. 


> GEORGIA HOSPITALS EXEMPTED FROM 
SALES TAX; SIMILAR ACTION PROPOSED 
IN WEST VIRGINIA—The sales tax on 
public hospitals in Georgia has 
been removed by executive order 
of the governor, the Georgia Hos- 
pital Association reported. | 

The governor’s order, however, 
is effective only until the state’s 
General Assembly meets. If hos- 
pitals are to continue to be exempt 
from paying the sales tax, legis- 
lative action will be needed, the 
association reported. 

@In West Virginia a bill has 
been introduced which would 
make hospitals subject to a 2 per 
cent sales tax on items which they 
purchase, but which they do not 
resell (sheets, syringes, etc.), the 
West Virginia Hospital Associ- 
ation reported. If the bill is passed, 
hospitals would be exempt from 
paying sales tax on resold items 
such as dressings, drugs, and foods. 
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Never: Before . 


introducing a new concept in 


VEN 


metal room furniture with completely replaceable parts 


It's here—the first basic improvement in design and construc- 
tion since the inception of metal furniture! Ventura ...a 
complete line of chests, dressers, and bedside stands that per- 
mits you to choose individual panels for every surface, from 
a broad range of materials and finishes that blend harmoni- 
ously with Royal’s many different patient beds, overbed tables, 
chairs and lounges. | 

.. Such Beauty. Flexibility, Versatility 


Ventura... by Royal gives patient rooms truly custom-made 
furniture. at production-line prices. with an almost limitless 
combination of materials and colors. Tops include Plastelle- 
enameled metal. Royaloid over plywood, and solid Fiberesin. 
Fronts may be Plastelle-enameled metal. or solid Fiberesin. 
( All Fiberesin panels available in warm natural birch, walnut, 


hospital furniture 


cherry or butternut finishes.) Legs: square-tube steel Plastelle- 
enameled or satin finish. Sides and Backs: Plastelle-enameled 


metal. 


Never Before . . . Such Ease of Maintenance! 


Ventura ... by Royal features quickly replaceable tops. drawer 
fronts and side panels which attach to sturdy “skyscraper” 
inner steel frames ... repair jobs are made right in the room 
without inconvenience to patients or disruption of normal 
routine. 


We think you'll agree that here—-at last—is the last word 
in modern hospital furniture. Write for specifications. prices 
and full information on beautiful. colorful Ventura... by 
Royal! 


ROYAL METAL MANUFACTURING COMPANY 


One Park Avenue, New York 16, N.Y., Dept. 7-B. Distributors in principal cities 
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“Stork Club 


NEW FATHER receives his ‘‘diploma’’ 


at Washington Hospital Center's Stork Club waiting 


room. The certificates (below), printed in three colors, are tied with ribbons by volunteers. 


DIPLOMAS FOR FATHERS 


IPLOMAS FOR “fathers-who-lived-through-it” are a welcome distrac- 
tion in the fathers’ waiting room, called the Stork Club, at — 


ton Hospital Center, Washington, D.C. 


The diplomas, rolled up and beribboned and kept in an attractive cabi- 
net, are imprinted with a “Stork Club” design and the hospital’s official 


insignia. Some 5000 fathers use the 
waiting room each year. 

The diplomas and the cabinet in 
which they are stored are both 
furnished by a local diaper service. 
The hospital public relations de- 
partment maintains a “diploma 
mill” where volunteers come regu- 
larly to roll up the documents and 
tie the ribbons around them. 

The diploma is inscribed as 
follows: ‘‘Membership certificate 
in the fathers-who-lived-through- 
it club. Be it known that (name) 
has managed to survive the rigors 
and hardships of becoming a 
father. In recognition of this out- 
standing feat of courage and en- 
durance we duly award and grant 
this certificate.” 


20 


The hospital leaves it to the 
father to fill in his own name and 
the date, considering any other 
method too complicated and time- 
consuming. 

The Stork Club is furnished with 
comfortable chairs and sofa, maga- 


WHO-LIVED-THRU.IT CLUB 
Re Rees tae 


zines, a Cigarette vending machine, 
and radio and television sets. On 
a table in the center of the room 
is a leather-bound book entitled 
“Comments for Fathers-in-Wait- 
ing’. It is filled with names, ad- 
dresses and comments such as “It 
must be a girl—I’ve been waiting 
so long” or “Another boy! Coming 
back next year for a girl’. ad 


Obsolescence study 
under way in Kansas City 


More than 40 local architects 
and engineers have volunteered 
their services in a survey of hos- 
pitals in the metropolitan area of 
Kansas City (Mo.-Kan.). The 
purpose of the survey, as reported 
in Up-to-Date, a publication of the 
Kansas City Area Hospital Asso- 
ciation, is to evaluate obsolescence 
and estimate costs of rehabilitating 
hospitals, nurses’ residences, and 
other buildings which make up 
the hospital plants. The project is 
part of the program of the KCAHA 
planning committee. It is designed 
to furnish a picture of both im- 
mediate and long range needs for 
repair and remodeling of hospitals 
the the area. 


HOSPITALS, J.A.H.A. 
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with a single, nominal, mo 


G-E X-RAY LEASING PLAN kee 


Line up every roadblock that’s keeping 
you. from improved x-ray facilities. G-E 
MAXISERVICE rental plan cuts them 
all down to the size of one moderate 
monthly charge. 

The basic plan is simplicity itself. Step 
1: General Electric furnishes whatever 
apparatus and service you require. Step 2: 
you’re assessed a monthly rental charge. 
But all similarity between MAXISERV- 
ICE and other plans ends there. Your 
fee entitles you to regular preventive 
maintenance, replacement tubes and parts, 
emergency service — all without extra 
charge! Moreover, property insurance 
(including the handling of claims) and 


local property taxes are borne by General 
Electric. 

Also consider the inherent savings of 
apparatus rental. Obsolescence and depre- 
ciation costs are General Electric’s — not 
yours. All this, remember, without invest- 
ing one cent of your own capital. You’re 
“in business” with your first monthly 
service charge... your equipment pro- 
duces income from the outset. 

And there’ll be less chance of embar- 
rassing delays with a full waiting room, 
because regular preventive maintenance 
keeps your equipment in top condition at 
all times. As for depreciation, no need for 
accruing funds to replace worn-out or 
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seeps you up-to-date with the newest equipment 
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antiquated equipment. 

A further word about obsolescence. 
MAXISERVICE allows you to exchange 
or add equipment without trade-in loss 
... paying only a new monthly rate in 
keeping with the upgrading. That’s ex- 
tremely important in a field advancing as 
fast as x-ray. | 

That, basically, is MAXISERVICE — 
a complete and continuing program that 
brings you the best in x-ray... keeps it 
working at peak efficiency. All with no 
more involvement or complication for you 
than your telephone service. We invite 
you to investigate through your nearest 
G-E X-Ray office listed on the next page. 


HOSPITAL BUDGETS 


GET A BREAK 


With MAXISERVICE, costs are predict- 
able and easy to budget. It’s simple, too, 
to keep your facilities current. You can 
bring in new equipment as it’s announced, 
exploit new features to handle more 
patients per day in a given space without 
adding extra help. Savings and extra in- 
come often equal MAXISERVICE fee. 
In addition, you benefit from engineering 
progress that permits faster processing of 
patients, less discomfort and delay, more 
predictable radiographic results with 
fewer film retakes. 
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THE ARISTOCRAT — a diagnostic 
unit offering economy with high 
work capacity. 


THE IMPERIAL IT — the most advanced 
diagnostic x-ray unit available. 


: 


THE MAXITRON® 300 — 
greater output at higher HVL. 


Typical apparatus available on lease through Maxiservice 


General Electric offers the most com- 
plete range of x-ray equipment available. 
“Choose your partner” as dictated by 
patient load and technic requirements 
here. Radiography, fluoroscopy, 
therapy ... General Electric offers you 


— Its 


Working with General Electric offers 
many plus values — extras that cost 
you nothing, yet count for so much. 
For one, installation planning — the 
ability to arrange your equipment 
for peak functional efficiency. Also 
nationwide facilities to bring you a 
complete line of supplies, repair — 
service 


‘You'll like 
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nical literature and consultation with 
skilled engineer-specialists to aid in 
resolving special x-ray problems. 
Still another plus — less apparent 
but no less significant — is the story 
told by the G-E nameplate on your 
apparatus. It’s a badge of integrity 
to patients and professionals alike. 


SALES AND SERVICE OFFICES 


ATLANTA 9, GA. - 1383 Spring St., N.W. 
BALTIMORE 18, MD. - . 3012 Greenmount Ave. 
BIRMINGHAM 5, ALA. - - 707 S. 21st St. 
BOSTON 35, MASS. - 1256 Soldier Field Rd. 
BUFFALO 13, N. Y.- - - 960 Busti Ave. 
BUTTE, MONT. - 103 N. St. 
CHARLESTON 1, W. VA. -~ - 

« MacCorkle Ave, ‘SE. 
CHARLOTTE 4,N.C. - 1140 Elizabeth Ave. 
CHATTANOOGA 3, TENN. - 507 E. Eighth St. 
CHICAGO 7, ILL. 1061 W. Jackson Bivd. 
CINCINNATI 25, OHIO - - 

MeMicken 
COLUMBUS 12, OHIO - 1373 Grandview Ave. 
CLEVELAND 15, OHIO - 3829 Carnegie Ave. 
DALLAS 7, 1616 Oaklawn Ave. 
DENVER 5, COLO. - 3031 E. 40th Ave. 
DES MOINES 12, 1A.- 2211 W. Grand Ave. 
DETROIT 19, MICH. 18801 W. 7 Mile Rd. 
DULUTH 1, MINN. - 928 E. Second St. 
EAST SYRACUSE, N.Y. - 1937 Teall Ave. 
HARTFORD 5, CONN. - 528 Farmington Ave. 
HONOLULU 1, T.H. - ~~ Fort and Queen Sts. 
HOUSTON 1, TEX. - 1830 Westheimer Rd. 
INDIANAPOLIS 7, IND. - 1845 W. 18th St. 
JACKSONVILLE, FLA. - - 210 W. 8th St. 
KANSAS CITY 6, MO. -~ - 112 W. 19th St. 
LITTLE ROCK, ARK.- - - 3015 Lewis St. 
LOS ANGELES 29, CAL. - 1225 N. Vermont Ave. 
LOUISVILLE, KY.- - - 501 W. Oak St. 
MEMPHIS 3, TENN. - - 778 Madison Ave. 
MIAMI, FLA. - - - 704 S.W. 27th Ave. 
MILWAUKEE 3, WIS. - - 547 N. 16th St. 
MINNEAPOLIS 2, MINN. - 808 Nicolett Ave. 
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11 Hill St. 


2a, ™%J.- - - 
NEW ORLEANS 25, LA. - 7715 Edinburgh St. 


205 E. 42nd St. 
218 Flatiron Bidg. 


NEW YORK 17, N. Y. - - 
NORFOLK, VA.- - 
OKLA, CITY, OKLA, - 4030 N.W. Tenth St. 
OMAHA 2, NEBR.- - - 1617 a St. 
PHILADELPHIA 32, PA. - - - 

- + Hunting Pk. Ave. at Ridge 
PHOENIX, ARIZ. - 821 W. Adams St. 
PITTSBURGH 6, PA. - 231 S. Euclid Ave. 
PORTLAND 10, ORE. - 522 N.W. 23rd Ave. 
PROVIDENCE 9, RI. - - 211 Manton Ave. 
RICHMOND 21, VA. - 3425 W. Leigh St. 
ROANOKE, VA. - 115 Albermarle St., S.E. 
ROCHESTER 7, N.Y. - 75 College Ave. 
ST. LOUIS 3, MO. - 2010 Olive St. 


the finest tools of your profession. Appa- 
ratus in keeping with your highest 
standards... with full capabilities of not 
only answering today’s needs, but also 
anticipating the more complex and high- 
ly specialized x-ray technics of tomorrow. 


tric’s cross-country sales offices. Call 
the one in your locale for complete 
information on the G-E MAXI- 
SERVICE Rental Plan and an anal- 
ysis of its possible benefits to you. 
Or write for descriptive booklet to 
X-Ray Dept., General Electric Co., 
Milwaukee 1, Wis., Room 7902. 


SALT LAKE CITY, UTAH - 215 S. 4th East 
SAN ANTONIO 12, TEX., 101 N. McCullough Ave. 
SAN DIEGO 1, CAL, - - 521 Grape St. 
SAN FRANCISCO 3, CAL. - 1269 Howard St. 
SEATTLE 9, WASH. - - 217 8th Ave. N: 
SHREVEPORT, LA. - - 1511-13 Line Ave. 
SPOKANE, WASH. - N. 1112 Washington St. 
SPRINGFIELD, ILL. - 917-19 E. Adams St. 
SYRACUSE 6,N. Y.- - - 3001 James St. 
TAMPA 6, FLA. - - - 1009 W. Platt St. 
TOLEDO 4, OHIO - - - 520 Broadway 
TULSA 19, OKLA. - - 1101 S. Main St. 
WASHINGTON 5, D.C. - 806 15th St., N.W 
WORCESTER 5, MASS. - 372 Burncoat St. 


CANADA 


GENERAL ELECTRIC X-RAY CORPORATION, LTD. 


EDMONTON, ALTA. - - = 11051 95th St. 
HALIFAX, N.S. - - - 125 Cunard St. 
MONTREAL 9, QUE. - 8325 Mountain Sights Ave. 
TORONTO 10, ONT. - 1553 Eglinton Ave., W. 
VANCOUVER, B.C. - - 645 Hornby St. 
WINNIPEG, MAN. - - 565 Portage Ave. 


EXPORT 


X-RAY AND MEDICAL PRODUCTS SALES 
INTERNATIONAL GENERAL ELECTRIC CO. 
150 E. 42nd St., New York 17, N. Y. 

Offices in Principal Cities of the World 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


X-RAY DEPARTMENT 


MILWAUKEE 1, 


WISCONSIN 


Printed in U. S. A. 
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no matter 
how modern 
a hospital 
may be 


Collections Must 
Be Up to Date 


There’s nothing lke a good, 


healthy income to keep a hospital | 


functioning smoothly..And this means col- 


lecting bills regularly. 

It can be done—without burdening your 
staff members with the extra responsibility — 
without losing time. 

The solution? Talk to one of your local mem- 
bers of the American Collectors Association. They 
are all professionals in tactful collection. Also if 
they collect nothing, you pay nothing—their work 
is guaranteed, 

Kor efficient collection without personal “‘fric- 
tion’, make your local ACA man responsible for 
your hospital’s bills. You’ll find his phone number 
in the vellow pages—so call him today. 


AMERICAN 
COLLECTORS 
ASSOCIATION, inc. 


5011 Ewing Ave. S.e Minneapolis 10, Minn. 


An International Association of Collection Agencies 
Represented in 49 states, Canada, Hawaii and overseas 


FEBRUARY 16, 1959, VOL. 33. 


MERCER 


F725 Broadway, 


JUST 
ONE 
YEAR- 


More than 500 hospitals — 
selected 
a 
Yerity> 
when they ordered 2 


The reason is simple. They did 
not expect such quality ot prices — 
so low. VERITY syringes hove 
proven in. use. : 
The guaranteed lifetime calibro- 
tions are permanently fused into 
the double-annealed glass. 
The ability to withstand repeated 
sterilization . . . without discolor — 
ation or devitrification. “a 
ae 
The complete range of types ond : 
sizes . . . interchangeable or 
matched barrels and plungers. 
° 
The sure fit, no leak fit and the : 


FREE: Write Mercer today 


for fascinating history of the 
hypodermic syringe and also 
samples for your own test 
purposes. Verity syringes are 
sold only through accredited 
supply houses. 


GLASS WORKS, INC. 
New York 3, N. Y. 


| 
| €, 
— extra strength precision tips, 
- 
& 3 
~ 
J, 


ALWAYS BETTER... 
NOW 
COSTS LESS, 
100! 


Lol 


BLICKMAN OPERATING ROOM EQUIPMENT has 
always been recognized as the unchallenged leader 
in quality... hailed as a wise investment in terms of 
long, maintenance-free, service life: Now this same 
equipment, its quality and design unaltered, is avail- 
able to you at prices so low you wouldn’t believe 
them possible! 


These lower-than-ever prices are the result of re- 


cent efficiencies introduced to Blickman’s produc- 
tion process. Wesimply passed the savings onto you! 
Prove these facts for yourself! Ask your dealer for 
a feature by feature, price by price comparison 
before you buy. See why—now more than ever, 
Blickman is your best buy. 

For complete details, write for Catalog #6195: S. 
Blickman, Inc., 3802 Gregory Ave., Weehawken, N.J. 


“Sold through Blickman Authorized Hospital Equipment Dealers’’. 


Look for this symbo! of quality 
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BLICKMAN 


HOSPITAL EQUIPMENT 
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Disposable Ur | 
has a two-inch 

rectal tube’ 


A rectal tube, inserted over two inches, 

may cause tearing of the mucosa or perforation.2 
For safety and efficacy, insist on | 

FLEET ENEMA Disposable Unit with the | : 
two-inch, anatomically correct, pre-lubricated 
rectal tube.? Each hand-size, squeeze bottle, | 
contains per 100 cc, 16 Gm. sodium biphosphate 

and 6 Gm. sodium phosphate. Adult Size, 

414 fi. oz. ... Pediatric Size, 2% fi. oz. 


Also gentle, prompt, thorough . .. PHOSPHO-®@SODA 
(Fleet), saline laxative of choice . .. 48 Gm. sodium 
biphosphate, 18 Gm. sodium phosphate per 100 ¢c. 


References: 1. Pratt, J. H. and Jack. 
man, R. J... Proc. Staff Meeting, Mayo 
Clinic 20: 377, 1945, 2. in uries 
bowel as result of an enema’ , Frech, H. Cy 
Obst. & Gyn. 74:146, 1957, 3. Bookmiller, R. 6. "Text. 
book of Obst. and Obst. Nursing”, 3rd Ed... ‘Saunders, 


B. FLEET CO., INC., Lynchburg, Virginia 


| For Your Convenience—Leading Hospital and Surgical Supply 

: : | Dealers distribute FLEET® ENEMA Disposable Unit under 
the brand name BARDIC®. .. may be parchased with ‘other 
items in the diversified range of BARDIC Products. 
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SOD. 


HYPOCHL. 


QUATERNARY 


CUMULATIVE NUMBER SUCCESSIVE KILLS 


Capacity Test for Germicidal Action. (A. Cantor and H. Shelanski as described in Soap and 


Sanitary Chemicals, February 1951.) Explanation: This method essentially consists of adding 
to the use-dilution of the disinfectant or sanitizer, successive doses of a 50/50 mixture of 
milk plus broth culture of test organisms. These doses are added at ten minute intervals. 
Thirty seconds after each addition, a transfer is made into broth containing a suitable inactivator. 
This method makes it possible to determine the capacity of a germicide to kill before the micro- 
organisms and organic contamination have exhausted its germicidal action. Organisms: Salmonella 
typhosa, ATCC #6539; Micrococcus pyogenes. var. aureus, ATCC #6538; Salmonella pullorum, 
ATCC #9093; Pseudomonas aeruginosa, ATCC #8689; Trichophyton interdigitale Emmons 640, 
ATCC #9533; Penicillium ltuteum, ATCC #9644; Saccharomyces cerevisize, ATCC’ #10274. 
Dilutions: WESCODYNE: 1:320 (50 ppm available iodine); Sodium hypochiorite: (100 ppm avail- 
able chlorine); Quaternary: (50%) 1:5,000 (200 ppm active ingredient). Temperature: 15°C. 
Media: Fiuid thioglycolate medium, USP XIII was used for testing WESCODYNE and sodium 
hypochlorite “‘Letheen’’ broth was used for testing alkyl dimethyl benzyl ammonium chlioride.* 
All tests were re-subcultured in the same medium. Results: See above chart. Conclusion: The 
cumulative number of successful kills shows WESCODYNE to be over three times more effective 
than the nearest material tested. 


*Neopeptone dextrose broth was used for testing the alkyl dee ta benzyl! ammonium chloride | 


against the three fungi. 


Pseudomonas aeruginosa 


PATHOGEN COLOR KEY: 


Salmonelia typhosa 
(typhoid organism) 


= M. pyogenes v. aureus 
(staphylococcus organism): 
Salmonella pullorum 

(poultry disease organism) 
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(wound contaminent organism) 


Trichophyton 
(athliete’s foot type of 
fungus organism) 
Penicillium luteum 

(mold organism) 


Saccharomyces cerevisiae 
(yeast organism) 


PHENOLIC 
—— DISINFECTANT — 


Wescodyne vs. Leading Phenolic Disinfectant. (A. Cantor 
and H. Shelanski Capacity Test as described in Soap and 
Sanitary Chemicals, February 1951.) The method used in 
this test is the same as that used in the Capacity Test 
for Germicidal Action described at left. Dilutions: 
WESCODYNE: 1:213 (75 ppm available iodine); phenolic 
disinfectant: 1:100 Temperature: 15°C. Media: Fluid thio- 
glycolate medium, U.S.P. XIll was used for testing 
WESCODYNE and FDA nutrient broth was used for testing 
the phenolic disinfectant. All tests were re-subcultured 
in the same medium to eliminate bacteriostasis. Results: 
see above chart. Conclusion: This tést shows that the 
bactericidal effectiveness (in the presence of organic 
contamination) of WESCODYNE at a dilution of 1:213 
(75 ppm available iodine) is greater than that of a lead- 
ing phenolic disinfectant at a dilution of 1:100. 


Strep. pyogenes hemolyticus 
(streptococcus organism) 


Escherichia coli 
(enteric organism) 


Shigella sonnei 
(dysentery organism) 


Salmonella schottmuelleri 
(food contaminent causing dysentery) 
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GERMICIDAL CAPACITY 


WESCODYNE’s advantages for the destruction of “Staph” 
as well as other disease producing organisms are extra- 
ordinary. Its greater germicidal capacity is shown at left. 
Two other features are equally outstanding: 


1) Nonselective biocidal activity offers wide-spectrum 
effectiveness — greater than that offered by solutions 
containing chlorine, cresylics, phenolics or quaternaries. 
It destroys organisms that range from mold to bacteria, 
viruses, spores and fungi. Antibiotic resistant strains of 
Staph are killed in 2 minutes at the general-purpose use 
dilution of 75 ppm available iodine. 


Labor-saving detergent action removes soil and dust 
as germs are destroyed. This simplifies procedures, includ- 


Programs and Specialties for 
Protective Sanitation and Preventive Maintenance 


WEST DISINFECTING DIVISION 
FEBRUARY 16, 1959, VOL. 33 


ing those for the control of dust that carries Staph and 
other organisms. 


WESCODYNE is the single germicide suitable for all hos- 
pital cleaning and disinfecting procedures. Nonstaining, 
nonirritating, nontoxic at use dilution. Leaves no odor. 
The cost? Less than 2¢ a gallon at the general-purpose 
use dilution of 75 ppm available iodine! 


‘WESCODYNE has an unmatched history of scientific 


evaluation and success. We’d be glad to send full infor- 
mation and recommended O.R., housekeeping and nurs- 
ing procedures. Write West Chemical Products Inc., West 
Disinfecting Division, 42-16 West St., Long Island City 1, 
New York. 


WESCODYNE 


FIRST “TAMED IODINE’’® DETERGENT-GERMICIDE 
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(ADVERTISEMENT) 


—€@\+—+ Businessman in White Jacket 


A frank report on the 
problem of making the 

Small Hospital Pharmacy 
a profitable operation 

by Alfred A. Mannino 


EXECUTIVE DIRECTOR, HOSPITAL DEPT.. 
McKESSON & ROBBINS, INC. 


With over 30% of every hospital supply dollar going 
for pharmacy purchases, it is obvious that the person 
in charge of the hospital pharmacy faces great busi- 
ness, as well as professional responsibilities. In the 
process of getting the pill to the patient, he must also 


make sure that the pill has been handled in the most. 


profitable way possible for both the pharmacy and 
the hospital itself. The constantly increasing volume 
of pharmacy purchases today indicates that this 
business responsibility will become ever greater. 


So what are the ways for your pharmacy to make 
money (by saving money) now and in the future? 
There are only two answers. First, through your profit 
margin. And second, through the proper management 
of your inventory. The margin problerh is relatively 
simple compared to inventory control, which has its 
pitfalls for even the trained pharmacist, especially 
for the person in the smaller hospital who has to 
assume the management of the pharmacy in addition 
to his other burdens. 

What is inventory control in its simplest. terms? 
Deciding how much to buy and when. It sounds easy 
enough until the decisions pile up. Should this tablet 
be bought in bottles of 500 or 1000? Should I buy this 
item by the pint or the gallon? Should I place an 
order big enough to entitle me to additional discount 


(if available) ? 


While every hospital pharmacy must make the deci- 
sion based on its own operations, there are certain 
guiding factors which, properly proportioned, can 
help solve the problem. Fundamentally, total expenses 
are determined by two sets of costs: procurement and 
carrying. The level at which the combined costs of 
procuring and carrying inventory are at a minimum 
is called the Economic Ordering Point. It represents 
the most profitable management of your pharmacy. 


In determining procurement costs, you should consider 


the time it takes to count stock, interview prior to 
buying, prepare orders, receive orders, store mer- 
chandise, prepare cost records and pay the bill. 
Experience has shown general hospital pharmacy 
ordering costs to be about 50 cents per item. 


In determining carrying costs, you should consider 
five basic factors: 


] Storage. Could the space be used for some other 
purpose to render profit to the institution ? 


2 Risk of obsolescence. Screening and selecting only 
those drugs and drug products that are produced 
by reputable manufacturers will insure reliable 
merchandise and reduce the need to carry non- 
standard items. 


3 Risk of deterioration. The dean of one of America’s 
largest pharmacy colleges has pointed out that a 
purchase which cannot be disposed of in one to 
three months is not a wise purchase. 


4 Risk of price decline. 


5 Opportunity cost. This is the most important single 
factor and you should always ask yourself what 
the money tied up in inventory might do to make 
money for your hospital. 


Smaller inventory doesn’t need to be a problem. 


~ McKesson & Robbins Hospital Service Department 


is proud of the part it has played in helping to make 
smaller inventories possible through its fast delivery 
service. With 82 warehousing units located strategi- 
cally throughout the country, a local source of supply 
is available any hour of day or night for emergency 
deliveries as well as routine service. With smaller 
inventories naturally comes the greater volume of 
turnover necessary for profitable operations. 


Briefly, those are some basic considerations the busi- 
nessman in the white jacket must consider in order 
to make the hospital pharmacy a more profitable 
operation. McKesson’s Hospital Service Departments 
specialize in the business problems of hospital phar- 
macies. It’s another reason why 60% of the nation’s 
hospitals depend on McKesson in the economical and 
efficient management of their hospital pharmacies. 
A McKesson representative will be glad to discuss 
your business problems with you. Why not let us 
send you the name of the McKesson Hospital Service 
Department nearest you. Address your inquiry to 
A. A. Mannino, McKesson & Robbins, 155 East 44th 
St., New York-17, N. Y. 
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KENNETH B. BABCOCK, M.D. 


What is the basis for the require- 
ment that 15 to 20 per cent of all 
hospital cases have consultations? We 
are lucky to reach 10 per cent. 


Once again a national average . 


has been wrongly quoted as a Joint 
Commission requirement. It is not 
a requirement of the Joint Com- 
mission that consultations must 
average 15-20 per cent. Hospitals 
vary in their type of cases and 
consultations are a matter of judg- 
ment. The Commission’s surveyors, 
in reviewing charts, note whether 
consultations should have _ been 
called from the evidence on the 
chart. We have accredited hospi- 
tals with as low a percentage as 6 
per cent. It is better not to ask, 
“Is our percentage over the na- 
tional average?” but rather to ask 
the medical records 
chairman, “Is the staff asking for 
consultations when indicated and 
if not, why not?” 


Is it proper for an administrator to 
call on physicians with an application 
blank, asking them to join his staff 
and bring patients to his hospital? Is 
it not the proper procedure for a phy- 
sician to call on the administrator and 
ask for a blank, providing he wishes 
to use the hospital? 


The answer to both questions is 
yes, with qualifications. In answer 
to the first question, let us suppose 
a medical staff, governing board 
and administrator realize that to 
properly round out their hospital 
medical staff they need a good 
orthopedist and ophthalmologist. 
They review the capabilities of all 
local men and possibly several 
out-of-towners. After a decision is 
reached, any one or several can 
go to the men in question and in 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent fo the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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committee 


an ethical manner, invite them to , 


join the staff. This is done very 
frequently in the sub-specialties. 
If the administrator, however, 
is just desirous of filling beds with- 
out getting top notch physicians, 
the practice is frowned upon. 
The answer to the second ques- 


tion is usually yes, although ex- 


ception may be taken to the 
phrase, “to use the hospital’. If 
the doctor just wants to use the 
hospital, beware of him. The phy- 
sician who says, “I like the men 
on your staff; I like the way your 
hospital is run and I would like 
to be part of it and work with you 
actively,” is the better man. 


Is it enough in the eyes of the Com- 
missioners of the Joint Commission 
that only the obstetrician should be 
scrubbed for deliveries? I am speak- 
ing of the usual routine delivery. 


No. This practice is condemned 
and criticized by the Joint Com- 
mission. There should be another 
competent trained person, nurse 
or doctor, scrubbed at delivery be- 
sides the obstetrician. The doctor, 
under no circumstances, should be 
placed in the position of function- 
ing in both capacities, that of 
sterile nurse and obstetrician. 


Your surveyor criticized us for not 


doing serology for syphilis.. You do 
not require it. Why should he have 
mentioned it? 


Hospitals should not use the 
Joint Commission’s standards as 
an excuse for not living up to their 
responsibilities. We do not require 
serology, but we do feel where it 
is indicated, it should be done. Our 
surveyor, moreover, noted it was 
the recommendation of your own 
medical staff and the local health 
board, too. It should be remem- 
bered that hospitals exist for the 
good of the patient, not for ap- 
proval by the Joint Commission 
per se. 


Percentage of consultations 

Securing doctors for medical stoff 
Scrubbing for deliveries 

Serology for syphilis | 

Fire doors with safety links 

Medical students and externs preparation 
of histories, physicals 

rt talization of hospitals 


nr 


Are fire doors held open by “ap- 
proved safety links” acceptable to the 
Joint Commission? 


Yes, although we hope that such 
are few and far between. Safety 
links on fire doors do not prevent 
smoke damage or smoke deaths. 
They supposedly melt under cer- 
tain temperatures and allow the 
doors to close, thus preventing fire 
spread only. 

Surveyors of the Joint Commis- 
sion report that the commonest 
‘‘sin” in hospitals is holding open 
approved fire doors by wooden 
wedges, thus rendering the fire 
door useless. Fire doors should be 
checked by hospital personnel sev- 
eral times daily to be sure they 
are functioning. Equally important 
is instruction of employees as to 
the why and proper functioning of 
these doors. 


Are medical students or externs al- 
lowed to write histories and physicals 
in hospitals, and if so are they ac- 
ceptable to the Joint Commission? 


Yes, but their records must be 
edited, criticized if necessary, 
amended if necessary, and then 
authenticated by the attending 
physician. This latter is necessary 
for the protection of the patient, 
the doctor and the hospital. 


The Joint Commission says that 
hospitals of more than 75 beds should 
be departmentalized. Our hospital staff 
is composed of general practitioners. 
We have 75 beds. Is it necessary to 
have departmental meetings? 


No. The Commission recom- 
mends departmentalization of hos- 
pitals of more than 75 beds. This 
means administratively depart- 
mentalized; it does not mean de- 
partmental meetings. Frankly, de- 
partmental meetings per se are 
indicated in few hospitals of less 
than 150 beds and then only on 
major services, such as medicine, 
surgery, and obstetrics-gynecology. 


* 
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to stimulate and protect the 


during corticosteroid 
start...alternate... 


with new, painless, intramuscular 
n 


the most prolonged, physiologic adrenocortical stimulant 


(fine, aqueous suspension; flows freely through a 26-gauge hypodermic needle) 
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adrenal cortex 


therapy: 
terminate 


corticotropin-alpha-zinc-hydroxide (ORGANON) 


Stimulate the adrenal cortex 
Guard against cortical atrophy 


Provide plasma steroid levels 
equal to i.v. ACTH infusion *;1 


Orange, N. J. 


FEBRUARY 16, 1959, VOL. 33 


1.V. 


Corticosteroid therapy has been vastly im- 
proved by the newer synthetic hormones, but 
while side-effects have diminished, profound 
depression of the adrenal cortex by these 
potent compounds must still be guarded 
against. Therefore, whatever systemic corti- 
costeroid is prescribed, routine intramus- 
cular administration of CORTROPHIN-ZINC is 
indicated 


]. At the start — 
2. During rest periods — 


3. At the end —~- (until cortical function is 
restored )° 


CoRTROPHIN-ZINC is electrolytically pre- 
pared, of unsurpassed purity, virtually free 
of foreign-protein reactions; need not be 
heated or otherwise prepared for administra- 
tion, and is 


]. “... more potent and longer acting than 


gel ACTH.” 


2. “Preferred”... because it is a free-flow- 
ing substance that can be injected in a 
very small gauge needle.” And 


3. “Produces a more prolonged hormone 
effect than other previously available 


repository corticotrophins.’”* 


Peak response from the functional adrenal 
cortex is stimulated within two hours of the 
first injection of CORTROPHIN-ZINC and the 
ACTH effect of this unique, free-flowing in- 
tramuscular corticotropin may persist for 
several days. 

CORTROPHIN-ZINC:5-cc. vials,400r20U.S.P. 
units/ce; l-ce. ampuls, 40 or 20 U.S.P. 


units with sterile disposable syringes. 


1. Geller, J., et al.: J. Clin. Endocrinol. & Metab.., 
17:390, 1957. 2. Thorn. G. W.: New Engl. J. Med.. 
248 :232, 1953. 3. Siegel. S. C.: Lederle Symposium 
Report. / :43, 1958. 


*Except when absorption does not occur with circulatory failure. 
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Age 


EASY TO USE. To start: just 
fill and set the dial. 


EASY TO APPLY. Not bulky. 
May be laced into place. 
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VERSATILE. Flexible—moulds to all body contours. 


NOW! AN AUTOMATIC HOT WATER BOTTLE” 


Nurse’s time cut up to 86%, 
burn danger reduced with new, 
safer therapeutic unit 


The right heat to within 1° of accuracy, hour after hour — 
even day after day —all automatically, without attention. 
No need for the hourly ritual of filling, checking, replacing. 
That’s the promise ef the new K-pad. 

The K-pad is a flexible, vinyl pad with sealed tubing and 
a control unit which circulates heated water at prescribed 
temperatures. Pad easily cold-sterilized. Approved by 
Underwriters’ Laboratories, Inc. Fully guaranteed. 

Thermostat senses temperature of water returning from 
the pad, maintaining precise control regardless of blankets. 
Accuracy is so great that burn damage claims should be 
practically eliminated. 

Send today for free color brochure and details of the 
various pad shapes and sizes which attach to control unit. 


GORMAN-RUPP INDUSTRIES 


INCORPORATED 
186 HINES AVENUE BELLVILLE, OHIO 
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Housekeeping Course 


Is there a short course for hospital 
housekeepers planned for 1959? 


The 11th annual Short Course 
in Hospital Housekeeping is sched- 
_uled for March 30 to May 21. It 
will be sponsored by the Ameri- 
can Hospital Association and con- 
‘ducted by Michigan State Univer- 
sity at the Kellogg Center for 
Continuing Education in East Lan- 
sing.—CATHARINE H. LOUCKS 


Volunteers and Auxilians 


How does the hospital auxiliary fit 
volunteer workers into its program 
when they do not belong to the aux- 
iliary? 


| With increasing frequency hos- 

pitals which formerly limited vol- 
unteer service to persons belong- 
ing to the hospital auxiliary now 
are opening volunteer opportu- 
nities to interested persons in the 
community. This move is based up- 
on a desire to have as broad an 
interest in, and knowledge of the 
hospital within the community as 
is possible. Because hospitals need 
and want all the understanding 
and interest they can possibly gain 
in the community, every possible 
effort is made to find a way in 
which the services of these per- 
may be utilized. 

Therefore, if there are any serv- 
ices within the hospital which 
volunteers may perform—and 
which presently the members of 
the hospital auxiliary are not able 
to undertake—it would seem that 
these community -minded women 
should be permitted the opportu- 
nity to give services in ways that 
are possible to them. These 
prospects would, of course, be 
interviewed and screened very 
carefully to be sure of their capa- 
bilities, and would receive an 
orientation to the hospital before 
being placed in a service. Their 
orientation would be a continuing 
one, just as is the case with aux- 
iliary members. The auxiliary 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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should certainly consider giving 
these volunteers the opportunity of 
joining. 

You will -want to discuss this 
important question not only with 
your chairman of volunteers, but 
with the hospital administrator. He 
may wish to include as many in- 
terested community individuals as 
is possible in parts of the hospital 
program, or he may feel that the 
volunteer service should be strictly 
limited to those holding auxiliary 
membership. 

If you have not had an opportu- 
nity to study the American Hos- 
pital Association manual, Patterns 
and Principles for Hospital Aux- 
iliaries, and the Interim Report of 
the Committee on Volunteer Serv- 
ice in Hospitals, we would recom- 
mend that you go over these care- 
fully. In Patterns and Principles, 
the sample detailed bylaws and the 
chapter on membership may be 
helpful to you at this point. In the 
Interim Report, the chapter on the 
‘Relationship of the Hospital Aux- 
iliary to the Volunteer Department 
(or Service)” may be helpful to 
you also.—PATRICIA SUSSMANN 


Teen-age orientation 


We are interested in developing a 
course for orienting high school stu- 
dents to hospitals. Can you refer us 
to any literature on the subject? 


One of the best times to attract. 
people to the health field is during 
the high school years, when stu- 
dents are thinking in terms of ca- 
reers and the next step in their 
formal education. The following 
articles describe techniques that 
have been used. successfully to 
make teen-agers aware of the ca- 
reers available to them in the 
health field. 

BUSHNELL, NATHAN III. You, too, 
can grow your own employees. 
Modern Hospital. 88: 53-57, Jan. 
1957. 

EVELYN, SISTER M. Guidance in 
hospital careers. Hospital Prog- 
ress. 39: 74-75, April 1958. 

HicH, E. GEOFFREY. Health ca- 
reer planning in high school: one 
community’s program. HOSPITALS, 
J.A.H.A. 31: 45-47, March 1, 1957. 


HUNT, WHITELAW H. Career day 
offers something for everyone. 
Modern Hospital. 84: 65-67, Jan. 
1955. 

JOHNSON, EMILY K. Salesman- 
ship for careers in the field of 
health. HOSPITALS, J.A.H.A. 24: 48, 
Aug. 1950. 

KuTZ, STUART. 8-month appren- 
tice program is basis of long-range 
recruitment drive. HOSPITALS, 
J.A.H.A. 32: 37-38, Nov. 1, 1958. 

KYLE, Mrs. JOHN M. Tour turns 
teens toward training for a hos- 


pital career. Hospital Auxiliary 


Newsletter. 11: 4-5, Jan. 1959. 

LAWTON, ROBERT P. 8-hour high 
school day dramatizes theme of 
National Hospital Week. HospI- 
TALS, J.A.H.A. 32: 36-37, Nov. 1, 
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172 Kentucky high school stu- 
dents study hospital operation in 
Youth Day. Hospital Topics. 36: 
65, Aug. 1958.—HELEN YAST 


Syringe sterilization 


What is the recommended process 
for sterilizing syringes and needles? 


The recommended process of 
sterilizing syringes and needles is 
by dry heat sterilization. If a dry 
heat sterilizer is not available, 
then all syringes should be steri- 
lized by the autoclaving process. 

The most satisfactory method of 
sterilization of syringes is to sep- 
arate the plunger and barrel and 
wrap in double thick muslin wrap- 
per. Some hospitals use specially 
fabricated paper bags for pack- 
aging syringes. 

It has been found, where syr- 
inges and needles have been proc- 
essed in one central place, either 
the central service department or 
the operating room, that there can 
be an assurance that the syringes 
are properly cleaned, uniformly 
wrapped, and sterilized. Thorough 
cleaning prior to sterilization is 
essential. 

You will find a reference to this 
process in the book by John Per- 
kins, Principles and Methods of 
Sterilization, Charles, Thomas, 
Springfield, Ill. 1956. Chapter XI, 
pages 178-194. 

—MaARIAN L. Fox, R.N. 
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NEW CURITY PACKAGING DISCOVERY! 


PRE-PACK THAT 
OPENS ASEPTICALLY 


...in one simple motion! 


New S-E Pack keeps dressing sterile 
from package to patient. 
Opens without scissors or string— 
dressing never touches torn, 


unsterile edges. 


An ingeniously simple wrap now gives you 
_Cover Sponges that remain totally sterile— 
even during their removal from the pack- 
age. There’s no contact with hands or un- 
sterile edges. Completely aseptic, at a time 
when strict adherence to aseptic technique 
is a main line of defense against hospital 
staphylococcus. 1, 2, 3, et. al. 

In addition to much wanted safety, you 


have the much proven pre-pack efficiency 
that yields steady dividends in terms of | 
time gained, labor spared and money saved. 

For the latest—as well as the safest— 
in hospital dressings, see Curity. 


1. Burnett, W. E.: Program for Prevention & Eradication of 
Staphylococcic Infections, J.A.M.A. 166: 1183-84 (March 8) 
1958. 2. Adams, R.: Prevention of Infections in Hospitals, Am. 
J. Nurs. 58:344-48 (March 1958). 3. Medical Authorities Rec- 
ommend Ways to Control Infections, Mod. Hospital 90: March 
1958, 51-54. 


~CURITY Cover Sponges now available in S-E Pack—no additional cost 


j vty) Bauer Black 


S-E* PACK 


HOSPITALS, J.A.H.A. 


36 


~ all one motion 


ready 


ing’ 


dress 


pull tab 


od 
oO 
> 
= 
> 
ac 
< 
| 
a 
us 


3 4 
& 
‘ 
2 
we 
~ 
: 
. 
‘ 
x 
> 
& 


CAN OFFER YOU 


BOTH TYPES OF MARKING MACHINES 


1. FOR INDIVIDUAL IDENTIFICATION 


National's famous line of selective type machines in- 
cludes both hand and air or electric-power operated units. 
These machines range in sizes up to 19 selective type 
wheels with any combination of letters or numerals up to 
19 characters. Using National's own PENETRO ink, these 
machines give you legible, indelible marking at its finest. 


DR STANLEY | 


Actual Size—18 point type 
(15 and 24 point available) 
National 
Number 8 


This combination of National's air-operated DI-MARK 

and THERMO-SET Machines absolutely guarantees an 

indelible mark for the life of the marked piece. Pieces 

are marked with National's famous RESISTO ink. The 

mark is then heat-set for lasting legibility. Manually 

operated die machines are also available. Dies are en- . 
gineered to meet your specifications and can be fur- 

nished with removable inserts for selective marking. 


For over 50 yeors, National has , 
_ specialized in manufacturing a L H O 
complete line of enarking ma- og 


chines which are precision built 


for long, trouble-f ation. 
SEPT-58 


Di-Mark and 
Thermo-Set unit 


THE FiALIDNGY MARKING MACHINE CO. 


4026 CHERRY STREET + CINCINNATI 23, OHIO 
“National Marking Machines and Conveyors are 
preferred by better plants the world over!” 


38 HOSPITALS, J.A.H.A. 


ONLY ( ® 
‘om 
Cy 
2. FOR PROPERTY IDENTIFICATION 


antibiotic resistant STAPHytococei are killed by 


E R A Ni in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 


Preoperative preparation e Scrub-up e Surgical dressings « Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection « Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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extra-soft rubber 


Softer than other gloves; stronger and just as thin 


“Less tiring to my hands”, ‘Doesn't 
restrict my fingers’, . . almost forgot 
I had gloves on’’, are typical comments 
made by surgeons who are using 
‘““Surgiderm’’ gloves, developed by 
B.F.Goodrich. 

Testing machines—which measure 
the softness and strength of ruabber— 
prove that the Surgiderm”’ glove is 30 
to 50 per cent softer than any regular 
rubber surgeon's glove. This means 
that it is: | | 


Less tiring to the hands 
Because it’s more pliable, it fits easily, 
snugly—doesn’t bind the hand or re- 
strict the freedom of the fingers. Less 
force is needed to flex the fingers and 
that’s what reduces hand fatigue. The 
difference is so obvious you can feel it 
just by putting the B.F.Goodrich 
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“Surgiderm” glove on one hand and 
comparing it with any other rubber 
glove on your other hand. | 


Permits sensitive touch 
The glove is tissue thin all over—no 
heavy ends at fingertips. This allows 
almost as sensitive a touch as a surgeon 


would have without gloves. 


Stronger, longer lasting 
The use of a specially-developed rubber 
compound makes this B.F.Goodrich 
glove extra strong to start with and 
it stays strong even after a dozen 
sterilizations. 


Test a pair 
Ask the glove buyer at your hospital to 
geta pair of B.F.Goodrich “Surgiderm”’ 
gloves for you. We think when you 


7 


a 


that reduces hand 
fits comfortably 
without binding 


compare them with the gloves you are 
now using, you'll be convinced that 
these B.F.Goodrich gloves are the most | 
comfortable you've ever worn. 


They cost no more 

Since this glove is the only one that 
combines comfort and sensitivity with 
strength—you might expect it to be 
expensive. The fact is it costs no more 
than ‘many regular rubber gloves being 
sold today. In the long run, it really 
costs less because it can be used for 
more Operations. 


Where to buy 
B.F.Goodrich “Surgiderm’’ gloves are 
made in sizes from 6 to 10, are brown 
in color. Try a pair soon. They're sold 
by hospital supply houses and surgical 
dealers everywhere. Hospital and Surgical 
Supplies Dept., B.F.Goodrich Industrial 
Products Co., Akron 18, Obio. 


B.E Go 0 drich hospital and surgical supplies 
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editorial notes 


—limits on license 


A LICENSE TO practice medicine 


is a license to do just about 
anything in the field of medicine 
that his patient and the physician’s | 


own conscience will permit him to 
do. There are, however, other 
curbs on this license. 

One is that a doctor can be held 
liable for damages resulting from 
medical acts of his which are not 
equivalent to the level of practice 
in the community. There are, also, 
laws forbidding him to commit 
crimes in his medical practice. But 
the most effective curb, other than 
the doctor’s own conscience, has 
nothing to do with the law. The 
curb stems from the fact that the 
physician’s own peers, acting as 
organized medical staffs of hospi- 
tals, will not permit him to do 
_ those things which are beyond his 

competence, and it is obvious that 
any physician, no matter how 
gifted, is competent only within 
certain areas of medical practice. 

We believe that these extra- 
legal controls, stemming from an 
organized and self-disciplining 
medical staff with the approval of 
the final authority, the board of 
trustees, have served the patients 
well. Their abandonment would 
lead, in our judgment, to an in- 
evitable and rapid deterioration 
in the quality of medical care. 

However, physicians assert from 
time to time that, once licensed, 
no one other than the state has 
the right to limit the privileges 
for which the state licensed them 
in the first instance. 

Four Michigan physicians took 
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this position in trying to convince 
their Circuit Court that the Pon- 
tiac General Hospital had no right 
to restrict their surgical privileges. 

The court struck down their 
plea. The court commented that 
“today the average doctor does not 
in good conscience attempt to cure 
all types of afflictions.” And the 
judge said that “much of the 
credit for this improvement [in 
the diagnosis and treatment of 
human ills] must go to the hospi- 
tals. In cooperation with the doc- 
tors, they have, to the extent 
possible, granted to the medical 


OFFICIAL NOTES 
Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meetings in Chicago, No- 
vember 20 and 21, are reported in 
this issue in the Association Section on 
page 60. 


profession control over the health 
problems of their institutions... 

“Testimony in this cause con- 
clusively shows that a controlled 
staff arrangement results in im- 
proved services to the patient and 
enhances the health and welfare 
of the community.” 

Cutting through the legal lami- 
nations, the court recognized the 


duty of hospitals to supply their 


patients with the best possible 


care and approved the Florida ° 


decision that said: 

“It is utterly futile to contend 
in our day that one can be per- 
mitted to take a scalpel in hand 
and explore the cranium, the tho- 
rax, or the abdomen and patch 
the viscera, remove a tumor or 


amputate a limb before he demon- 
strates his qualifications to do so.” 

The decision has been appealed. 
If the lower court is reversed and 
all semblance of effective control 
is removed from medical practice 
in the hospitals concerned, the pa- 
tients will be the unwitting vic- 
tims. 7 


—newest and biggest 


tory AN AREA one-fifth the size 
of the United States. Scatter 
it with roughly the population of 
Des Moines, Iowa. Add snow, sub- 
zero temperatures and impassable 
terrain. Mix well and freeze—and 
then try to keep the inhabitants 
healthy. 

This, of course, is no textbook 
exercise in public health, but a 
fairly descriptive statement of the 
situation confronting hospitals and 
health officials in Alaska. 

In an article starting on page 42, 
Paul Nelson describes the kind of 
health care available in our new- 
est state. Mr. Nelson, president 
of the Alaska Hospital Associa- 
tion, also lists some of the achieve- 
ments of this group. They include 
obtaining an increase in benefit 
payments for welfare patients from 
$12 to $24 per patient day. This 
kind of activity would reflect 
credit on any association. It is 
even more impressive in a state 
where, to quote Mr. Nelson, “at- 
tending state association meetings 
for some members entails travel- 
ing the equivalent of the distance 
from Texas to Maine or from New 
York to Denver.” 

It’s been a long time between 
new states—47 years, to be exact, 
and it still seems a little strange 
to visualize 49 stars on the flag. 
But we know that hospital people 
everywhere join us in welcoming 
our newest state and newest state 
association. 
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OME YEARS AGO, a young native 
boy projected the big dipper 
onto a field of blue and, sighting 
along the dipper’s pointers, placed 
the North Star. This symbol was 
adopted for Alaska’s flag. | 
Today, the eyes of the entire 
nation are turned toward this 
northern star. Everyone wonders 
what it is like. For those in the 
hospital field, 
focuses on the kind of hospitals 
and care available in Alaska. 
How does one describe Alaska 
to the hospital world? An impor- 
tant factor is Alaska’s size—one- 
fifth of the entire United States. 
The great distances between small 
groups of people, and the accom- 
panying difficulty of making hos- 
pital care available to all, con- 


Paul W. Nelson was administrator, Sew- 
ard Sanatorium, Bartlett, Alaska. He is 
immediate past president of the Alaska 
Hospital Association. 
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interest naturally . 


HOSPITALS 
IN THE 49th STATE 


As might be expected, distance is 
the greatest. difficulty in providing 
hospital care to residents of the larg- 
est state, Alaska. The author discusses 
this and other problems of hospital 
administration in Alaska as he de- 
scribes the three kinds of hospitals in 
the state. He also discusses achieve- 
ments and goals of the state’s hospital 
association. 


stitute the chief problem in 
hospital administration in Alaska. 

For purposes of furnishing hos- 
pital care, the 200,000 persons in 
Alaska can be divided into three 
groups: (1) the military; (2) 
beneficiaries of the U.S. Public 
Health Service (Indians and Es- 
kimos), and (3) the general pub- 
lic using private hospitals. 


MILITARY HOSPITALS ADEQUATE 


Approximately 30,000 military 
personnel and dependents are eli- 


gible to use military hospital facil- — 
ities. These facilities consist of one 
400-bed regional hospital (at El- 
mendorf Air Force Base, Anchor- 
age) offering medical care in most 
of the specialties, a new 200-bed 
hospital (at Ladd Air Force Base, 
Fairbanks); and two small units 
of less than 25 beds (a hospital 
operated by the Navy in Kodiak, 
and an Army hospital in Big 
Delta). Military hospitals take 
care of all military personnel and 
their dependents. Twenty-five beds 
are reserved for veterans. Military 
dependents must use military hos- 
pitals if they can be accommo- 
dated. If there is no room in a mil- 
itary hospital then a permit is 
issued for hospitalization else- 
where. At the present time no per- 
mits are being granted to depend- 
ents. | 

Most of the medical specialties 
are represented on the medical 
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PUBLIC Health Service Alaska Native Hospital, Anchorage, established in 1953, 400 beds, 
130 births in 1957, average census of 359, Public Health Service sponsored, tuberculosis and general. 


CORDOVA (Alaska) Community Hospital, established in 1918, 22 beds, 


58 births in 1957, average census of 6, church operated, general. 


staff of the major military hospi- 
tal in Anchorage. There is also 
limited use of consultant services 
from the community. Civilian per- 
sonnel are used as lab technicians, 
stenographers, nurses and aides. 


DRAMATIC DEMONSTRATION BY PHS 


The Public Health Service of- 
fers hospital care to 34,000 Indians 
and Eskimos. There are 988 hos- 
pital beds available for this pro- 


Anchorage), a 340-bed hospital 
(in Sitka), and six hospitals of 
less than 60 beds each. 

Within only a few years, the 
Public Health Service program has 
dramatically illustrated the effec- 
tiveness of providing hospital care 
for a people who had been denied 
this opportunity previously. Dis- 
ease and sickness had infiltrated 
the native peoples of Alaska to 
such an extent that the need for 
hospital beds had long outgrown 


the inadequate hospital facilities 
available. The Public Health Serv- 
ice has moved forcefully and effi- 
ciently to reduce the need for hos- 
pital care among the native 
peoples to the same level as the 
need of the rest of the population. 

Of the 34,000 natives it was es- 
timated that more than 4000 had 
tuberculosis and were without 
hospital care. Deaths from tuber- 
culosis alone amounted to more 
than 600 per 100,000 each year. 


gram in one 400-bed hospital (in 


STATE OF THE NEWEST STATE'S 


LASKA, THE 49TH STATE in the Union, has improved 

its health record measurably in the last 10 years 

according to statisticians of the Metropolitan Life In- 
surance Company. 

Between 1947 and 1957, the record mortality rate 
in the white population of Alaska decreased from 8.7 
to 4.6 per 1000, and among the nonwhites from 15.2 
to 10.7 per 1000. 

Particularly impressive have been the marked 
gains in the control of tuberculosis, the statisticians 
pointed out. Although the disease continues to be a 
major health problem in Alaska, the recorded death 
rate from tuberculosis fell more than 80 per cent be- 
tween 1947 and 1957 in both the white and nonwhite 
populations. Actual decreases in the death rate were 
from 28.8 to 4.7 per 100,000 among white persons and 
from 574.3 to 88.4 among nonwhites. At the same time 
infant mortality, usually a sensitive index of general 
health conditions, also showed an appreciable down- 
ward trend. 


HEALTH 


Accidents ranked first among the causes of death in 
Alaska in 1957, accounting for nearly one-fifth of the 
total deaths. Heart disease wus a close second. Dis- 
eases of early infancy ranked third reflecting in part 
the high birth rate in Alaska, the statisticians re- 
ported. Cancer, and influenza and pneumonia com- 
bined were next in rank. | 

“Much has been done during the past decade to di- 
minish the toll of preventable sickness and death in 
Alaska,” the statisticians concluded, “but many seri- 
ous health problems still await solution, particularly 
in the nonwhite population. A study for the 1950-1955 
period showed that the age-adjusted death rate for 
the nonwhites was 18 per 1000, compared with 10.3 for 
the white population. However, it appears likely that, 
before long, medical and public health services and 
personnel will be augmented. The outlook is bright 
for major advances in the health of the Alaskan 


people.” 
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Patients who could be helped with 
general medical and surgical care 
were being ignored as there were 
no facilities for their treatment and 
care. 

A new 400-bed medical center 
was constructed and another unit 
was expanded from 150 to 340 
beds for care of native patients. 
Beds were contracted for in Wash- 
ington state and throughout Alaska 
wherever possible. It was not long 
before all tubercular patients were 
hospitalized. The disease was soon 
brought under control and hospi- 
tals that once could not hospital- 
ize all of the tubercular patients 
were operating with empty beds. 
With the new tuberculosis drugs, 
hospital care and rehabilitation, 
active cases of tuberculosis dropped 
quickly and the hospitalization 
program changed. Efforts were 
concentrated on the general medi- 
cal and surgical backlog as rapidly 
as funds were made available. 

With the shorter average stay 
for medical and surgical patients 
needing hospital care, this backlog 
will soon be overcome and the 
original 988 beds will be more 
than enough to take care of the 
native population. Unacceptable 
hospital beds are now being closed. 
It appears desirable to maintain 
the small native hospitals in the 
rural areas where the natives live. 
These hospitals meet rural needs 


GRIFFIN Kodiak, established in 1940, 19 beds, 84 births in 1957, average 


census of 9, church operated, general. 


WESLEYAN estabtiched in 1958, 16 beds, church sponsored, 


tuberculosis. 


ALASKA —1954 


HREE THINGS ABOUT the 1954 annual meeting of 

the Alaska Hospital Association will probably 
always remain in my mind—the fact that some ad- 
ministrators had to set their wrist watches back two 
hours to accommodate the time change beween their 
hospitals and Juneau, site of the meeting; that several 
of the administrators brought extra shoes to the meet- 
ing in Juneau to have them resoled since such fa- 
cilities were nonexistent in their home towns; and 
that hospital problems, although basically similar 
everywhere, vary greatly in degree. 

Almost half of the hospitals in Alaska are. ebereted 
by the federal government. Government hospitals 
supply by far the preponderance of bed capacity 
available. As Mr. Nelson points out in his article, this 
fact is conditioned by the large numbers of military 
personnel, federal employees and their dependents, 
and the prevalence of tuberculosis among the citizens 
indigenous to the region. Nevertheless, for a nation 
which prides itself on providing medical and hospital 
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services through voluntary systems and endeavors, 
the degree of federalization is significant. 

Despite, or perhaps because of, the small quesher 
of voluntary hospitals, their limited bed capacities, 
their relative isolation from their hospital colleagues 
in the other 48 states, the Alaska administrators felt 
the need to band together in an association to tackle 
common problems—standard accounting, improved 
personnel studies and practices, fair reimbursement 
for care given to public welfare clients, liaison with 
medical, nursing,-and allied professional groups. That 


the Alaska Hospital Association has increased wel- 


fare payments by more than 100 per cent should bode 
well for equal success in their other endeavors if 
undertaken with equal vigor—Howarp F. Cook, 
executive director, Chicago Hospital Council. Mr. 
Cook attended the 1954 meeting of the Alaska Hos- 
pital Association as a staff representative of the 
American Hospital Association. . 
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ALASKA —1958 


Voluntary hospitals in Alaska face difficulties that 
should command the respect of all hospital admin- 
istrators. In spite of a ratio of three beds per thousand 
for the civilian population, these hospitals are chroni- 
cally burdened with low census and high labor costs. 
And yet they must stay open to serve the public. As 
a result, most income goes toward operating expenses 
and capital fund needs are often neglected. 

In the past, territorial officials have been well 
aware of the need to assist voluntary hospitals. Dur- 
ing the 1958 meeting of the Alaska Hospital Associ- 
ation, three territorial Commissions (Welfare, Mental 
Health and Insurance) participated in the meeting, 
supporting the efforts of the state association. Alaska’s 


hospitals cannot help but benefit, if this close re- 
lationship between state groups and the association is 
maintained. Much must be accomplished with only 
the barest of resources available to the hospitals. It 
seems to me that a solid foundation has been es- 
tablished, but the rapid development of the voluntary 
hospital system in Alaska must meet and solve prob- 


lems of a‘magnitude that will require a high degree 


of courage and imagination.—RICHARD L. JOHNSON, 
secretary of the American Hospital Association Coun- 
cil on Administrative Practice. Mr. Johnson attended 
the 1958 meeting of the Alaska Hospital Association 
as a representative of the AHA. 


better because of the considerable 
saving in transportation (which is 
always by air) to larger hospitals. 


KEEPING UP WITH THE GOVERNMENT 


There are 18 private hospitals 
in Alaska. Sixteen offer general 
care and two, chronic disease care. 
Three of the private general hos- 
pitals have from 70 toe 80 beds. 
The rest have a capacity of 30 beds 
or less. Total number of beds for 
private general care is approxi- 
mately 500. Five of the smaller 
hospitals have been built with 
Hill-Burton participation and are 
quite up-to-date. All but six of 


the general hospitals are operated 
by the community. Of these six, 
five are operated by church groups 
and one by the Alaska Railroad. 
Three hospitals have recently 
changed from church to commu- 
nity sponsorship. Only one private 
hospital in Alaska—Providence 
Hospital, Anchorage—has a radiol- 
ogist, a pathologist and an anes- 
thesiologist on its staff. 


The private hospitals in Alaska 


have experienced a struggle in 
trying to keep up with government 
programs. Not endowed with fi- 
nancial relief as are the federal 
hospitals, it has been through real 


effort and dedication that these 
hospitals have continued to give 
and improve hospital care. Most 
of their problems stem from low 
patient census. The over-all num- 
ber of beds in Alaska available to 


the general public is low—a ratio 


of 3 beds per 1000 population as 
compared to almost 30 per 1000 
for the native population. The dis- 
tribution of the population is such, 
however, that private hospitals in 
nearly all the areas outside the 
largest population center, Anchor- 
age, are operating at a very low 
census while the general hospital 
in Anchorage operates at overflow 
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MOUNT Edgecumbe 
Medical Center, estab- 
lished in 1947, 340 
beds, 96 births in 1957, 
average census of 327, 
Public Health Service 
sponsored, tuberculosis 
and general. 
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HOMER (Alaska) Hospital, established in 1956, 3 beds, community sponsored, general. 


capacity, sometimes having to put 
beds in the halls to meet emergen- 
cies. The situation in Anchorage is 
ironical since there are only 74 
private beds available to take care 
of more than 65,000 civilians, while 
there are 800 federal beds in the 
same area to cover the same num- 
ber of eligible federal beneficiaries. 


ATTENDANCE REFLECTS INTEREST 


In 1952, the Alaska Hospital As- 
sociation was organized. Bylaws 
were adopted and an annual meet- 
ing has been held every year since 
that time. Attending our state as- 
sociation meetings for some mem- 
bers entails traveling the equiva- 
lent of the distance from Texas to 
Maine or from New York to Den- 
ver. 

Transportation is by air and, be- 
cause of the weather, it is uncer- 
tain each year how many hospitals 
will be represented. It has always 
been gratifying on the first day of 
our annual meeting, therefore, to 


find representation from most of 
the hospitals. This reflects the 
great interest and eagerness on the 
part of Alaskan hospitals to coor- 
dinate and improve their patient 


Care. 


Meetings have been informal but 
varied. The usual pattern of a con- 
vention consists of informal dis- 
cussion of prearranged topics with 
the whole group participating at 
scheduled times. On the last day, 
working committees report on new 
goals for the ensuing year. 

Representatives from the Amer- 
ican Hospital Association have 
participated in our annual meet- 
ings as well as_ representatives 
from the Joint Commission on Ac- 
creditation of Hospitals. In 1957, 
the Association of Western Hos- 
pitals held an institute on ac- 
counting in Alaska and tentatively 
plans a similar institute every 
other year. The Washington Hos- 
pital Service (Blue Cross) has 
participated each year and has 


done a great deal toward promot- 
ing prepaid health insurance in 
Alaska. | 

Among the accomplishments of 
the Alaska Hospital Association 
are: 

@ Increased reimbursement from 
welfare departments for welfare 
patients. Payments have been in- 
creased from $12 per day to $25 
per day with consideration of pay- 
ment on a reimbursable cost plan. 
Since there are no county hospi- 
tals in Alaska, private hospitals 
must take all patients and accept 
the welfare rate which has been 
far below cost for patients unable 
to pay. 

@ Progress toward standardizing 
accounting in Alaskan hospitals. 

@ Promotion of legislation favor- 
able to hospitals. The. association 
sponsored two lobbiests in Juneau, 
the capital, during one legislative 
session. 

@ Encouragement of hospital aux- 
iliaries. 

@® Promotion of accreditation goals. 
Two hospitals in Alaska have been 
accredited through this effort with 
others working toward this goal. 

@® Standardization of hospital ad- 
ministration through exchange of 
information. 

With statehood now achieved, 
all predictions for the future of 
Alaska include a rapid increase in 
population. It is expected that hos- 
pital census will increase and re- 
lieve some of the financial burden 
of the hospitals now operating with 
a low census rate. New hospitals | 
will be built and services expanded 
to meet this growing demand for 
good patient care. . 
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A GUIDE FOR DESIGNING AND OPERATING 


psychiatric units in general hospitals 


by CHARLES E. GOSHEN, M.D. 


beg THAN 5 per cent of the total 
psychiatric beds in the United 
States are in general hospitals. 
Nevertheless, during 1957, half of 
all psychiatric admissions were to 
general hospitals. These figures 
suggest that a few beds in the 
right place can do a job equal to 
19 times that number of beds in 
the wrong place. 

In my opinion, mental hospi- 
tals, where the other 95 per cent 
of such beds are located, are the 
wrong places for doing the job of 
rehabilitating psychiatric patients 
for the following reasons: 

1. Mental hospitals suffer from 
a severe and chronic personnel 
shortage. Not one state in the 
United States has a mental hos- 
pital system which meets the min- 
imum personnel requirements of 
the American Psychiatric Ajssoci- 
ation. Without able personnel, 
there is no hope of mental hospi- 
tals doing more than a small frag- 
ment of its assigned job. 


2. Mental hospitals also suffer — 


from a most unpleasant, self-de- 
feating reputation in the eyes of 
the public. They are often re- 
garded as warehouses for the 
storage of unwanted, deteriorated 
psychotic patients. Because of this 
reputation, there is little interest 
on the part of the public to seek 


admission to these hospitals when | 


they are in need of psychiatric 
assistance. Instead, mental hospi- 
tals are looked upon as places to 
send patients whom other people 
are afraid of or fed up with. The 
institutions do not attract admis- 


Charles E. Goshen, M.D., is with the 
Architecture Study Project of the Ameri- 
on. Psychiatric Association, Washington, 


Photos accompanying this article were 
prepares with the cooperation of Mrs. 
elen M. Jones, community relations di- 
rector, St. Francis Hospital, San Francisco. 
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General hospitals should eventually 
replace mental hospitals in treating 
psychiatric patients, contends the au- 
thor. He discusses reasons for his opin- 
ion and outlines a guide for the design 
and operation of psychiatric services 
in general hospitals, using a recently 
opened San Francisco unit as an ex- 
ample. 


sions on a voluntary basis, a nec- 
essary prerequisite to effective 
psychiatric treatment. 

3. The same reputation affects 
the type and number of people 
who are willing to work in mental 
hospitals in a still more self- 
defeating way. 

4. As a result of these factors, 
the type of patient who is admitted 
to these institutions tends to be 
the kind that does not respond 
well to the limited kind of treat- 
ment available. This results in the 
accumulation of more and more 
patients who help perpetuate the 
unpleasant reputation which makes 
it so difficult for mental hospitals 
to do their job. : 


GOOD REPUTATION SHARED 


General hospitals, on the other 
hand, enjoy the opposite kind of 
reputation in the eyes of both the 
public and the personnel who 
might and do work in them. Gen- 
eral hospitals have no insurmount- 
able difficulty in attracting per- 
sonnel. Patients generally do not 


fear, excessively, the prospects of ‘ 


hospitalization in them. General 
hospitals, therefore, are in a much 
better position to get patients 
early in the development of their 
troubles, and, at the same time, 
have personnel available to do the 
job of treatment. Fortunately, this 
favorable reputation is shared by 
the psychiatric services in most 
general hospitals. 


There are many ways, of course, 
by which psychiatric services might 
develop the same kind of reputa- 
tion that mental hospitals have. 
If they do, general hospitals, too, 
will become paralyzed and inef- 
fective in doing their job. It is of 
the utmost importance, therefore, 
that general hospitals do not make 
the mistakes made by mental hos- 
pitals. 

It is sogmetimes erroneously as- 
sumed that the general hospital 
must limit its psychiatric admis- 
sions to an entirely different type 
of patient than is accepted by the 
mental hospitals. The truth is that 
the state hospital patient is differ- 
ent only in that he is usually ad- 
mitted much later in the evolu- 
tion of his troubles. His condition 
is then more severe and more dif- 
ficult to treat. The same patient 
might have sought treatment in a 
general hospital at a much earlier 
date. 

It would seem most appropri- 
ate, therefore, that the psychiatric 
services of general hospitals be- 
come oriented to the task of at- 
tracting and treating psychiatric 
patients early enough to be able to 
do a good treatment job quickly. 
If this becomes the standard prac- 
tice, and if each community is 
provided with adequate psychi- 
atric services in their general hos- 
pitals, there is reason to believe 
that a large proportion of-the pres- 
ent mental hospitals’ admissions 
can be avoided in the future. 


REPLACING MENTAL HOSPITALS 


There is substantial reason to 
hope that general hospitals can 
eventually replace mental hospi- 
tals. 

To make this possible, the fol- 
lowing principles are suggested as 
guides for the design and opera- 
tion of psychiatric services in gen- 
eral hospitals: 

@ Size of the psychiatric service is of 
the greatest importance. One of 
(Continued on page 49) 
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in the psychiatric section of St. Francis Memorial Hospital, San Francisco 


A BRIGHT cheerful occupational therapy room provides patients 
with work tables, kiln, looms, and equipment for leather and 
weed working, modeling and ceramics. Here, an occupational 
therapist and volunteer are helping a patient learn to type. 
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Furnishings 
and decor 
blend into an 
interesting, 

homelike 
atmosphere 


PRINCIPLES for furnishing and decorating psychiatric units, outlined by Dr. 
Charles Goshen in the accompanying article, have been effectively used to 
obtain a pleasant, homelike affect in the recently opened psychiatric section 
of St. Francis Hospital, San Francisco. For instance, there are 10 studio rooms 
such as shown above for patients. Beds are used as couches during the day. 
End tables, coffee tables, and combination desk-dressers complete the living 
room atmosphere. Patients are able to entertain their visitors in these rooms. — 


A PANTRY and kitchen are provided patients in the psychiatric section. Pa- 
tients may prepare snacks or coffee for their guests. Meals from she main 
hospital kitchen are prepared here for service to patients. A volunteer and 
patient (above) are preparing to serve juice from the well-stocked refrigerator. 


IN ADDITION to the 10 studio rooms for patients, conventional hospital rooms 
Gre also provided on the psychiatric section for patients who are physically 
as well as mentally ill. The combination of colors on walls and draperies, 
however, keep these rooms from looking like ‘“‘typical’’ hospital rooms. 
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the principal reasons for the de- 
terioration of the state hospital 
system has been their enormous 
size. Large groups of mental pa- 
tients are more likely to frighten 
the public than small groups. Large 
numbers make it more likely that 
personnel-patient ratios become 
unsatisfactory. The optimum size 
_ for a psychiatric service in a gen- 
eral hospital is probably some- 
where around 10 per cent of the 
total bed capacity. Equally impor- 
tant is the necessity of keeping 
individual wards small in size. A 
bed capacity of 15 to 20 is prob- 
ably the most workable size for 
one nursing unit. 

@ Location within the hospital is im- 
portant. The tendency to hide the 
psychiatric service fosters the un- 
healthy kind of isolation which 
characterizes the mental hospital. 
The psychiatric service does not 
require a high priority in location 
as far as traffic flow is concerned 
since patients are generally quite 
ambulatory. It is important, how- 
ever, to locate it in an area which 
permits free exchange of patients, 
personnel and visitors to the out- 
side and to other services. Sepa- 
rate buildings for psychiatry are 
generally not necessary. The 
greater the degree of integration 
of psychiatric services with the 
other medical services, the greater 
the degree of acceptance there will 
be on the part of the patient and 
public. 


@ Staffing is a very special problem. 
The principal therapeutic resource 
of the psychiatric service is the 
number, skill, and interest of the 
staff. Other services in the hospital 
require special attention to cer- 
tain types of equipment, but the 
psychiatric service requires spe- 
cial attention to personnel. The 
following rule-of-thumb guide in 
staffing ratios has been suggested 
with some humor and perhaps 
some fact: “Fight for as many 
personnel as you can possibly get, 
then you will be about 20 per cent 
short.” 

@ Administration of a psychiatric unit 
will become, necessarily, a prod- 
uct of the personalities of the psy- 
chiatric staff and their relationship 
with the other services. A reason- 
able amount of autonomy is nec- 
essary, but not at the expense of 
isolation. The psychiatric service 
will be most effective when it of- 
fers a service which is essential to 
the operation of all other services. 
@ Facilities for follow-up care are of 
more importance on the psychi- 
atric service than on“any other 
service. Readmission rates will be 
determined by the quality of after- 
care facilities. Sometimes, this 


means a good psychiatric outpa- 
tient department. In other cases 
it means a close working relation- 
ship with private practitioners. It 
is of vital importance, in any case, 
that provisions be made for the 
patients to continue the therapeu- 


THE PATIENTS’ day room at St. Francis Memorial Hospital's psychiatric section serves as both 
a social and dining room. Because of the size of the room, it was divided into “islands of 


activity” by skillful arrangement of furniture and spots of light from ceiling and table fixtures. 


The patients’ kitchen opens off to the right and the corridor to bedrooms off to the left. 
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tic relationship they make in the 
hospital after they are discharged. 
These provisions are also effective 
in shortening the average period 
of hospitalization. | 

@ The question of security will inevi- 
tably come up in the design of 
psychiatric units. For the general 
hospital, there is probably no 
really good excuse for the incor- 
poration of security measures, The 
open door, not the closed policy, 
will turn out to be the most effec- 
tive in the long run. An open door 
policy might seem to make it nec- 
essary to turn away certain types 
of patients. As the personnel be- 
come skilled in handling of excited 
patients, however, surprisingly few 
patients will be found too difficult 
to manage. On the other hand, 
when the traditional security 
measures of locked doors and 
screened windows are employed, 
a situation will be created which 
invites disturbed behavior on the 
part of patients, and which inter- 
feres with the opportunities per- 
sonnel might have to develop skill 
in handling -excitement without 
the use of coercive measures. 

Even state hospitals are begin- 
ning to adopt the open-door pol- 
icy. If they can do it with their 
inadequate staffs, certainly gen- 
eral hospitals can do it, and more 
effectively. 

The psychological effect of hav- 
ing “open” instead of “closed” 
units in general hospitals cannot 
be underestimated. Adoption of 
traditional security measures puts 
general hospitals in a_ position 
where they are competing for pa- 
tient acceptance with the old state 
hospitals, thus eliminating the 
kind of patient who does not need 
such measures. The effect of this 
is to fall into the same trap the 
state hospitals have fallen into; 
that of attracting only patients 
who are “too far gone” to be re- 
habilitated. “Open” hospitals, on 
the other hand are far more ac- 
ceptable to patients. Such a policy 
makes it possible to attract people 
who are much more treatable. The 
psychiatric unit of the general 
hospital of the future will proba- 
bly have no special security meas- 
ures different from other services. 
@ The importance of general architec- 
ture, furnishing and decorating of the 
psychiatric unit is often over- 
looked. The psychiatric patient 
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generally exhibits one character- 
istic which distinguishes him from 
other hospital patients: he tends 
to be withdrawn and relatively 
inattentive to his environment. 
This tendency to retreat into 
phantasy must be _ reversed if 
treatment is to be successful. It 
is of the utmost importance, there- 
fore, that the psychiatric patient 
be provided with an environment 
which attracts and holds his in- 
terest. 

Furthermore, he needs a decent 
amount of privacy and, at the same 
time, many opportunities to so- 
cialize. He also needs to be given 
a sense of individuality in the 
way in which he is treated, and 
in the way in which his living ac- 


commodations are designed. Max- 
imum effort should be made, 
therefore, to decorate and furnish 


the psychiatric ward in an attrac- 


tive, individualized, homey, yet 
dignified, way. This accomplishes 
three things: 

1. It creates an environment 
which helps the patient notice 
what goes on around him. 

2. It gives the patient a source 
of dignity and pride which he 
sorely needs. 

3. It helps create a greater level 
of respect and morale among staff 
and patients. 

The old tradition has been to 
furnish and decorate psychiatric 
wards with a minimum of atten- 
tion-getting features and comforts 


with the assumption that such de- |. 
sign would be wasted on mental — 
patients. Such an assumption is 
valid only when the task of re- 
habilitating the psychiatric patient 
is regarded as a hopeless one. 
An example of the kind of fur- 
nishing and decorating which fol- 
lows the principles outlined above 
can be seen in the recently opened 
psychiatric section of St. Francis 
Memorial Hospital, San Francisco. 
The imaginative influence of the 
decorator* and the interest of the 
staff have produced a striking and 
colorful hospital setting. Photo- 
graphs accompanying the article 
illustrate ways in which this en- 
vironment was developed. ss 
*Mrs. Donald Boyle, Alameda, Calif. 
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PERSONAL ADVANTAGES 
TO A BUDGET 


1. No other managerial or administrative 
technique makes a similar demand on a de- 


partment head to sit down and think through 


his operating program in terms of financial re- 
sults. Budgeting, therefore, assists in the develop- 


ment of the characteristic of intelligent and thought- 


ful planning. Since much of the literature and re- 
search indicates that the most valuable time of any 


executive is that spent in intelligent planning, any 


activity which encourages this must be important. 
Also, budgeting distributes the planning function be- 
tween the administrator and his department heads. 
The department head gets the opportunity to par- 
ticipate and prove his ability as a member of man- 


agement. 


2. Budgeting necessitates the establishment 
of a program based on an estimate of activities 
for all organizational units. It encourages coordi- 
nation between departments and among all of 
the various functions within the department. If 
all department heads think about their plans for the 
next budget period and then discuss together their 
results for each past period in terms of budget vari- 
ances, the problem of effective ‘coordination almost 
solves itself. Under these circumstances, being in 
line is so worthwhile, and being out of line is so 
obvious, most department heads worthy of their re- 
sponsibility will be quick to take advantage of the 
opportunity to coordinate their activities with those 
of related departments. 


3. Budgetary control considers the future. As 
a result, it provides an opportunity for department 


heads to set an expense pattern to achieve desired 


results. This is expense control of the most desirable 
sort. Planning operations in advance and on a co- 
ordinated basis is the best way to generate cost 
consciousness in any organization. 

4. A sound budget can be invaluable to a 
department head by giving him advance infor- 
mation which will cushion the effect of adverse 
developments by pointing out in advance the 
pessibility of these situations occurring. Similarly, | 
a budget can point in advance to the need for ex- 
pansion and improvement in operation. It also can 
be an excellent basis for substantiating appropria- 
tion requests which are markedly different from past 
experience. 

5. A sound budget provides the opportunity 
for comparisons between budget and actual op- 
eration experience. This analysis of budget and 
experience variations is one of the most fruitful 
sources of really pertinent and useful management 
information. Every statement of budget comparisons 
carries some red flags of warning signals which in- 
dicate that the department head needs to look 
carefully into certain situations to determine whether 
or not the planned operation is being followed and 
if not, why not. it may well be that circumstances 
have changed and it is timely for a new plan to be 
considered. Thereby, budgets and budget compari- 
sons provide the opportunity for planned adjustments 


to meet changing economic conditions or demands 


for service.—RICHARD J. STULL, vice president, 
Medical Heclth Sciences, University of California, 
Berkeley. ad 
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BLUE CROSS 


—the difference 


OT MANY persons today can, 

with the contents of their 
wallets, buy a car. Or a refrigera- 
tor. Or a television set. Or a house. 
Or pay a hospital bill. These are 
complicated items produced by a 
complexity of factors and a great 
amount of labor. 

It is characteristic of today’s 
economy that many of these items, 
which were luxuries, are now ne- 
cessities. Today, most items of 
family expense, and_ therefore 
most of those things which make 
up our standard of living, are 
budgeted out of income on a 
monthly basis, either before or 
after they are actually purchased. 

Budgeting the cost of health ex- 
pense in advance of trouble makes 
good sense to most Americans. In 
fact, 120 million Americans sub- 
scribe to one form or another of 
hospital prepayment insurance. 
That all of these forms are volun- 
tary is indicative of the capacity 
of Americans to understand and 
provide for their own needs. With 
few patients able to pay their en- 
tire bills out of current income or 
savings, hospitals no less than 
their patients have come to regard 
prepayment as essential. 

A major social and economic de- 
cision has been made and firmly 
established by the public: health 


James E. Stuart is executive vice presi- 


dent, Blue Cross Association, New York. . 


This material is adapted from a paper 
presented at the 1958 annual meeting of 
the Life Insurance Association of Anierica, 
December 1958, New York. 
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It is in the best interest of the pub- 
lic to keep the philosophy, principles 
and objectives of Blue Cross quite dis- 
tinct from those motivating the insur- 
ance industry, contends the author. 
He explains these differences and dis- 
cusses current and future problems 
that confront Blue Cross and the in- 
surance industry. 


care commensurate with all that 
advancing science can provide is 
a necessary part of the nation’s 
standard of living—and it will be 
financed through some form of 
prepayment mechanism. As the 
standard of living goes up and as 
the advance of the medical arts 
offers new methods of healing, the 
public’s needs and expectations 
can be expected to expand cor- 
respondingly. 

- Problems are created by this 


expanse of need, expectation, facil- 


ities and cost. Today, these ac- 
cumulated problems present a 
situation of such urgency that a 
wholesale review of the current 
prepayment and insurance meth- 
ods is being made by all parties 
concerned. 
. 1. Hospital costs have risen at 
a most dramatic rate since World 
War II. 

The greater variety, scope, qual- 
ity and complexity of the services 
that modern hospitals now pro- 
vide have pushed costs up even 
more than have the inflationary 
pressures affecting the whole econ- 
omy. Improvement of services gen- 
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erally means a rise in cost—and 
there has been as dramatic im- 
provement in services as there has 
been increase in cost. Even more 
improved equipment, with better- 
trained and better-paid person- 
nel, will be a reality in the near 
future. The consequent effect on 
payments for protection has not 
lacked drama nor controversy. The 
public’s understanding of these 
facts—and the ability of prepay- 
ment groups to interpret them—is 
crucial to the future of voluntary 
prepayment. 

2. While costs increase, the pub- 
lic is making greater use of hos- 
pital facilities. 

Today, the public views the hos- 
pital as the most rational and effi- 
cient location for the provision of 
an ever-increasing variety of health 
services. It expects the up-to-date 
hospital to house the complex, ex- 
pensive and essential devices and 
services which medical technology 
has created. There is a broad ex- 
pansion of hospital facilities to take 
care of increased utilization. More 
beds mean more expense. But not 
all the expansion has been wisely 
ordered. Some hospitals are filled 
to overflowing while others in the 
same community operate below 
capacity. Empty beds are almost 
as expensive as occupied beds. This 
fact must be faced and the prob- 
lem met by a better job of com- 
munity planning 

3. The public’s search for secur- 
ity against the cost of illness has 


been amply demonstrated by the 
purchase of all types of offerings, 
good and bad. 

The public also wants assur- 
ances that facilities and services 
will be available in the quantity 
and of the best quality that medi- 
cal science can provide. The public 
has come to regard its health se- 
curity as based not only upon the 
restoration of health, but upon di- 


agnostic and preventive procedures | 


as well. The public wants to know 
that the protection it buys will 
meet the cost of necessary care. 


HIGH COST, INADEQUATE PROTECTION 


While there is cause for pride in 
the many accomplishments toward 
these objectives, not enough has 
been done. There are still gaps in 
coverage. Too many people have 
inadequate protection. Too many 
have none at all. Under some 
forms of widely promoted indem- 
nity benefits, individuals denied 
group coverage often find their 
protection not only costly but 
grossly inadequate. The percent- 
age of their dollar used for actual 
payment of benefits is often shock- 
ingly low. Important segments of 
the population, such as the aged, 
the nonwage earners and low in- 
come groups find it difficult to se- 
cure and maintain needed protec- 
tion. 

These problems are _ leading 
many thoughtful citizens to ques- 
tion the ability of voluntary pro- 
grams to provide adequate solu- 
tions. 

Now, none of these problems 
will be solved by conveniently 
disappearing. There will always 
be the sick. There will always be 
hospitals. There must be a “third- 
party” financing mechanism. Both 
the individual and the hospital 
have established their dependence 
upon some “third-party” agency 
as an indispensible factor. 

The major question being posed 
is: what kind of agency will it be? 
Under what sponsorship? Under 
what control? Shall it be a non- 
profit institution or a commercial 
insurance carrier? Or shall it be, 
as in every other country save one, 
the government? 


There is precedent for govern- 
ment control. Perhaps without 
fully realizing it, our country has 
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adopted two unwritten amend- 
ments to the Constitution. The first 
such amendment in effect said that 
no state may secede from this 
Union. That amendment was not 
proposed and ratified according to 
the Constitution. It was initiated, 
instead, on the field of battle and 
ratified by the fortunes of the Civil 
War. The second unwritten amend- 
ment developed out of the great 
depression. It has been ratified at 
every national election since 1936. 
This “amendment” in effect says 
that the federal government has 
a responsibility for the welfare of 
the individual citizen. 

To implement this “amend- 
ment”, the national system of 
social security has been set up by 
federal legislation to protect those 
who by reason of age, unemploy- 
ment, loss of the breadwinner or 
physical handicap cannot provide 
for themselves. When social secur- 
ity legislation was passed in 1935, 
health care was not recognized as 
a basic necessity of life as it is 
today. Had it been so recognized, 
health insurance probably would 
have been written into the social 
security system from the begin- 
ning since there was no wide- 
spread voluntary coverage at the 
time. 

Thus, for health benefits to be 
implemented as a social security 
item following well-established 
precedents requires at the present 
time no basic change in constitu- 
tional law. Simple congressional 
action can suffice. Whether or not 
any such action will ever be taken, 
and to what degree, depends upon 
the ability and willingness of vol- 
untary organizations to resolve 
questions raised by the public. If 
prepayment groups are permitted 
to answer those questions—which 
may yet be answered for them by 
the public—the answer must be in 
terms of realistic programs of ac- 
tion to meet unmet needs, rather 
than in the rhetoric of promises 
and good intentions. 

To achieve the common goals of 
the public, the hospitals, and the 
voluntary programs and to do the 


‘job that must be done for some 


segments of the people, it may 
prove necessary to find a basis of 
cooperation with government. The 
government should not be looked 
upon as the common enemy of all 


voluntary programs. The govern-_ 
ment is the public, acting in its 
established sphere of responsibil- 
ity. It may be necessary for gov- 
ernment to help assure, through 
our voluntary programs, both cov- 
erage and continuity of protection 
for certain population groups. 


TWO POSSIBLE APPROACHES 


The American people are not 
yet so disappointed in the capac- 
ity of the voluntary program that 
they will reassign to government 
the financing of their hospital care. 
Rather, the choices that are being 
made today are directed toward 
those national voluntary organiza- 
tions already in existence. In the 
area of hospital benefits there are 
two approaches. One is represented 
by the insurance industry, the 
other by the nonprofit plans. © 

There are fundamental differ- 
ences between these approaches, 
both in method and objectives. 
There are also pressures. that 
would minimize the differences 
between these two organizations— 
and these are not good for either. 
It makes little sense to call for 
competition and experimentation 
in the field of health care financ- 
ing and then to urge upon Blue 
Cross the characteristics of a com- 
peting institution. Following its 
own paths, Blue Cross has sur- 
vived and grown, and met the ex- 
panding needs of the people all 


these years. In fact, Blue Cross 


must preserve the differences be- 
tween its way and that of the in- 
surance industry, if the public is 
to have any meaningful choice. 


SERVICE, NOT PROFIT 


For instance, Blue Cross is or- 
ganized to solve social as well as 
economic problems for people, for 
hospitals and for the community. 
Its goal is service rather than 
profit. In pursuit of such objec- 
tives, it has by-passed quite suc- 
cessfully many. of the principles 
upon which the insurance indus- 
try feels it must operate. 

Blue Cross pays for services and 
it pays the hospital directly. In so 
doing, both patient and hospital 
are served. Blue Cross removes the 
fear of the patient that he will not 
be able to pay for his care and it 
dispels the hospital’s fear that it 
will not collect. 
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The concern of Blue Cross, to 
make the best hospital care ac- 
cessible to everybody, is not sepa- 
rated from its mission to supply 
the community with the best hos- 
pital facilities, adequately financed. 
That is why Blue Cross attempts 
to equate its rates with commu- 
nity needs, rather than solely with 
the experience of any segregated 
portion. That is why Blue Cross 
seeks to enroll the entire commu- 
nity and continue coverage for sec- 
tors of the population considered 
as “bad risks” and for those whose 
status of health or employment 
has changed. That is why Blue 
Cross protects the right of every 
subscriber to maintain his protec- 


tion throughout life without fear 
of an involuntarily forced break 
in his coverage and without fear 
of losing his protection. That is 
why Blue Cross is concerned pri- 
marily with benefits rather than 
price; why its long-term goals 
lead toward more adequate cover- 
age of the hospital’s expanding 
service. The sum of recognized 
progress toward most of these ob- 
jectives is written in the fact that 
Blue Cross is not alone in thinking 
of itself as a community institution, 
holding a legislative mandate for 
service to the community. 

The social concept of Blue Cross 
has little in common with the con- 
cepts that motivate the insurance 


industry. That is good, for the in- 
surance industry’s methods are 
valid and sound for its purposes, 
as Blue Cross methods are sound 
for its own purposes. 

The reason for Blue Cross prin- 
ciples are based on its history. 


Hospitals have always provided 
care regardless of the ability of the 
individual to pay. Inasmuch as 
Blue Cross evolved from hospitals 
themselves, the profit motive was 
inappropriate to the mission as- 
sumed. 

The principles of Blue Cross 
have been recognized by the spe- 
cial status conferred upon it by 
enabling acts voted in various state 
legislatures. Recently the commis- 


Probably the most influential statistic used to- 
day is the Consumer Price Index. It measures 
the nation’s economy. It influences the spend- 
ing of billions of dollars. With each dip or rise 
it adjusts the salaries of millions of employees. 

But what actually is the Consumer Price In- 
dex? How is it derived? 

In simplest terms, the CPI measures the aver- 
age changes in prices of goods and services 
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bought by city families of wage earners and clerical . 


workers. Prepared by the Bureau of Labor Statistics 
(U.S. Department of Labor), the CPI is based on 
prices of approximately 300 items. Changes in the 
prices of these items represent the movement of 
prices of all the goods and services purchased by 
Americans. All important items in family spending 
are included. 


Prices for these items are obtained by the bureau’‘s 


trained representatives in 46 large, medium-sized, 
and smail cities in the United States. Prices are 


collected from all types of stores and service estab- 


lishments, including hospitals. Prices of foods, fuels, 
and. a few other iterns are obtained every month in 
all 46 cities. Prices of most other commodities and 
services are collected every month in the five largest 
cities and every three months in other cities. 

In calculating the index, price changes for the 
various items in each city are averaged together 
with weights which represent their importance in 


- family spending. Data from the 46 cities are then 


combined in the total index with weights based on 


the 1950 populations of the cities. Index numbers 
are computed using the average of consumer prices 
for 1947-49 as a base equaling 100. For example, 
the most recent CPI (December) is 123.7. This means 
that the December average of consumer prices in U.S. 
cities was 123.7 per cent of the 1947-49 average. 


Although it is probably more prominent now than 


ever before, the CPI has been in use for some time. 
It was originated during World War | for use in 
wage negotiations, particularly in ship-building cen- 
ters. Coverage was gradually extended to include 
industrial cities throughout the United States. Esti- 
mates of nation-wide changes in consumer prices 
were published at intervals beginning in October 
1919. Regular publication was begun in February 
1921. 

More information on the CPI is contained in the 
Bureau of Labor Statistics Bulletin 1140, The Con- 
sumer Price Index: A Layman’s Guide, available from 
the Superintendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C., at 20 cents 
per copy. 
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sioner of insurance of Pennsyl- 
vania noted, “The Legislature of 
Pennsylvania by enacting the Non- 
profit Hospital Plan Act, under 
which Blue Cross Plans are cre- 
ated, established as the public 
policy of the Commonwealth, the 
principles that the great individual 
financial burden for hospital care 
may be proportionately spread 
over the members of the whole 
community.” 


INSURANCE PRACTICES QUESTIONED 


Blue Cross does not think it 
should imitate the insurance in- 
dustry. It has been cautioned by 
some of its friends in the insur- 
ance companies that it is courting 
insolvency by insisting upon its 
own methods. Yet, Blue Cross has 
thrived by ignoring traditional in- 
surance principles. greatest 
successes in penetrating the unen- 
rolled sections of the population 
have occurred where it most rigor- 


ously adhered to its own methods. 


Blue Cross, however, has some 
apprehensions. It would be less 
than candid not to inform hospi- 
tals and the public of them. Per- 
haps some spokesman for the in- 


surance industry can dispel the 


fear, or misunderstanding, that 
health coverage by insurance com- 
panies is sometimes used as a “loss 
leader” to gain entrance, at the ex- 
pense of Blue Cross and other car- 
riers, for coverages that can be 
used to make up the losses thus 
incurred. If, in the view of the 
insurance industry, it violates 
equity to subsidize one group at 
another’s expense, does it not vio- 
late equity and compromise prin- 
ciples to use one type of coverage 
to subsidize another within the 
same group? 

The insurance industry is con- 
cerned, as is Blue Cross, with in- 
creasing costs. Yet, heavy reliances 
on such financial devices as de- 
ductibles and co-insurance is a 
negative means of meeting. the 
problem. It shifts the burden from 
the carrier to the patient. The ben- 
efit restrictions imposed do not 
substitute for the basic adminis- 
trative arrangements and volun- 
tary controls which must exist to 
avoid serious inflation in health 
care costs. 

It does little good to restrain the 
patient and, at the same time, 
invite rising costs under the blank- 
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check incentives of “major medi- 


cal.” Such open-ended underwrit- 


ing has inflationary potentials that 
are becoming obvious. It would be 
gratuitous to repeat the second 
thoughts about “major medical” 
expressed almost weekly in the 
trade press by insurance industry 
spokesmen. There is_ increasing 
evidence that in the long run the 
major medical formula will not 
prove economically feasible for 
most groups and that it is imprac- 
tical as a community answer to 
the problems of financing hospital 
care. 

Blue Cross feels that cooperation 
with the providers of services for 
professional determination of hos- 
pital need, without retrenchment 
on vital health protection, serves 
the public best. 


PUBLIC MUST HAVE CHOICE 


The philosophy, principles, and 
objectives of Blue Cross cannot be 
reconciled with those of the in- 
surance industry, nor should the 
attempt be made to do so. The pub- 
lic should have more than one 
choice of voluntary programs. 
These programs should be kept 
separate and distinct, each al- 
lowed to develop to its fullest po- 
tential. in order to clarify such 
choice. If Blue Cross is forced by 
legislation, regulation or competi- 
tion into the patterns of insurance 
companies, and is forced to aban- 
don its community responsibilities, 
to deny its relationship with the 
providers of service, to fail in its 
purpose of providing continuous 
protection, then the necessity for 
federal intervention will be made 
serious and legislation toward that 
end will be imminent. 

The public’s reliance upon vol- 
untary prepayment cannot. be 
maintained and strengthened by 
forcing the family to carry more 
and more of the risk. It can be 
achieved by providing adequate 
protection which does not stop or 
shrink with a change in job, ad- 
vancing age, or frequent usage. 
The public is willing to pay for 
such adequate coverage voluntarily 
if it can be assured that the pre- 
payment dollar is used economic- 
ally and goes farther than or at 
least as far as a tax dollar would 


_ go for health benefits. Such public 


assurance has not been success- 


fully given. There is a feeling on 
the part of many that the very 
existence of health coverage in- 
creases the cost of care. 

The public does not identify its 
interests with those of many car- 
riers of risk and not always with 
the providers of service. Any 
“closing of ranks” by the carriers 
and the providers of services which 
excludes the public from partici- 
pation in policy making and plan- 
ning, openly invites public 
misunderstanding of the motives 
behind such action and the inter- 
ests intended to be served. 


THE FUTURE OF BLUE CROSS 


If the voluntary system is to 
survive, Blue Cross must not be 
forced into the mold of commer- 
cial insurance. The future of Blue 
Cross does not lie in cutting ben- 
efits, forcing subscribers to as- 
sume more and more of the risk, 
nor in restricting coverage through 
enrollment regulations or benefit 
exclusions. Its future lies in fol- 
lowing and strengthening the basic 
social concepts and community 
principles already demonstrated as 
valid to meet public need, in part- 
nership with the subscribing pub- 
lic and hospitals. Therefore, Blue 
Cross will continue to operate as 
a nonprofit community service, to 
offer as far as possible more ade- 
quate protection to all, good and 
bad risks, groups and individuals. 
To the best of its ability, Blue 
Cross will go on providing service 
benefits to its members and con- 
tinue their protection throughout 
life regardless of employment, age, 
health conditions or frequency of 
hospital admissions. Blue Cross 
will further develop and promote, 
through local and national pro- 
grams, practical methods of pro- 
viding coverage to those over 65 
who are as yet unprotected—an 
area in which Blue Cross now car- 
ries most of the load. 

Blue Cross invites and chal- 
lenges the insurance industry to 
do its best to serve the people, 
according to its own lights, and 
thus present the public with a 
clear choice between two distinct 
paths toward the goal of providing 
the people, through voluntary ac- 
tion, with security that needed 
health services will be available 


accessible to all. 
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HOSPITAL which decides 
to modernize its physical 
plant recognizes the need to main- 
tain an adequate environment for 
the care of the sick. If it is alert 
it will not repeat its errors. Rather, 
it will be sharply aware of the 
continuing change in philosophies 
and techniques of patient care, and 
it will try to create a modern en- 
vironment which is elastic and 
self-renewing. 

Thus the hospital sets for it- 
self the difficult tasks of defining 
an optimum modern environment, 
projecting a growth pattern, ac- 
tually creating the environment 
and, finally, planting in it the 
seeds of future change. To accom- 
plish these tasks well it must have 
the help of many skills. To utilize 
these skills effectively it must have 
sophisticated leadership. 

Ordinarily, concentrating lead- 
ership for a project in the hands 
of one executive is considered 
ideal. In hospital planning and 
construction today, however, it 
seems to me that no single ave- 
nue of training and experience can 
produce an individual capable of 
bringing out and then evaluating 
the contributions of the many spe- 
cialists involved. The team concept 
of leadership therefore should be 
resorted to in hospital planning: 
an administrator to envision en- 
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by JAMES J. SOUDER 


In planning a hospital, states the 
author, an architect and an adminis- 
trator can do things jointly that neither 
could successfully do alone. The au- 
thor outlines the activities of an ad- 
ministrator-architect team in planning 
a hypothetical modernization program. 


vironment; an architect to house 
it. 

The architect and administrator 
are the logical leaders of such a 
team because both are generalists 
who are trained to coordinate the 
skills of specialists. Also, both are 
trained in creative thinking: the 
architect in creating shelter, the 
administrator in creating organi- 
zation. They are equipped jointly 
to give a wider and wiser strength 
to the| planning leadership than 
either could give by himself. 

This ,team’s first order of busi- 
ness is the building of a realistic 
working relationship in which 
each recognizes the value of the 
other. They must be aware that 
their joint potential is stronger 
than the brilliance or virtuosity of 
either one. They must also freely 
admit their limitations and from 
time to time reinforce their lead- 
ership with the counsel of others 
whose knowledge or experience is 
greater in specific areas. 

Next, the task divides itself into 
two parts: (1) definition of op- 
timum environment and (2) pro- 
jection of that  environment’s 
growth pattern. This definition 
should be made without reference 
to existing facilities. Realism will 
bring compromise soon enough— 


let the statement of basic philos- 
ophy stand as the ideal to be ap- 
proached. | 
The administrator should pro- 
duce for his directorate sufficient 
knowledge of the hospital’s role in 
the community and of the commu- 
nity’s probable future to warrant 
firm decisions on areas of care to 
be undertaken, and the quality 
and quantity of care to be pro- 
vided both now and in the future. 
A timetable for attaining these 
goals should also be _ outlined. 
Then, the administrator should de- 
cide on and secure the directorate’s 
support for the form of organiza- 
tion and the level of staffing which 
will be needed to execute this 
policy directive. If a hospital con- 
sultant is to be retained, he is 
needed first in broad planning. 


ABANDON OR REHABILITATE 


Next, the administrator and the 
architect should take inventory of 
the existing plant: site, buildings, 
relationship to the present and 
projected pattern of the commu- 
nity in terms of people served, 
transportation and all of the other 
factors which will indicate its de- 
gree of usefulness for the proposed 
objectives. This will, of course, as- 
sist the board in deciding whether 
to abandon the plant or to start 
rehabilitation proceedings. Thus 
the initial limitatidns of physical 
environment are established. 

At this point the architect and 
the administrator should really 
begin to understand each other 
and to establish their leadership. 
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They should question one another 
closely. They should argue. They 
should experiment with new ideas. 
The architect should come to un- 
derstand the problems of staffing 
and operation. The administrator 
should come to understand the 
realities of traffic flow, construc- 
tion schedules and building costs. 

Together they should describe 
for the board the broad outline 
of the projects they foresee and 
ask the board to establish realis- 
tic budget limitations. 

Perhaps the best way to pre- 
sent this description is in the form 
of a master plan for long-range 
development. Such a plan—start- 
ing with a schematic representa- 
tion of existing buildings—works 
its way through the economically 
necessary number of stages to a 
final representation of buildings 
housing the long-range ideal. 

Each stage should be so de- 
signed that it can be built with- 
out interrupting hospital opera- 
tion and each should have a price 
tag. The final stage should be so 
designed that this same growth 
process can continue indefinitely. 
Because obsolescence is inevitable, 
all of the problems that will beset 
the future can’t be anticipated. 


PLANTING SEEDS OF CHANGE 


In developing such a master 
plan, the architect and the ad- 
ministrator have already outlined 
the second half of the task: that 
of creating the optimum environ- 
ment and planting the seeds of 
change. They have had to prove 
their principles, at least to their 
own Satisfaction, and they have 


had to apply some generally reli- 
able yardsticks of space and dol- 
lar demand to know that their 
plans are realistic. As soon as the 
board approves the principles and 
sets the budget, they are ready to 
get down to the specifics of a def- 
inite project. 

The first step here, long before 
any plans are prepared, is the 
clear statement of the immediate 
problems to be solved. This the 
architect should prepare in the 
form of a room-by-room program 
of space requirements and built- 
in equipment requirements. In pre- 
paring it he and the administrator 
should work closely with every de- 
partment head in the hospital long 
enough to know what each one 
needs and desires; to invite crea- 
tive thinking at the departmental 
level as well as to dissipate stub- 
born tradition for tradition’s sake; 
to trace down patient reaction to 
today’s facilities and improve the 
comfort and efficiency of the pro- 
posed ones. 

Automatically, as architect and 
administrator follow this process 
they are building staff understand- 
ing of the new objectives and giv- 
ing the staff the satisfaction of 
having a voice in the planning. 
Throughout the process, however, 
their leadership should be firm. 
The administrator should main- 
tain balance between the compe- 
titors for space. The architect 
should ring the cash register from 
time to time and refuse to accept 
planning ideas which are_ so 
strongly personalized that no one 
could live with them except their 
authors. 


Self-styled African prince victimizes hospitals 

He said he was a crown prince from a colony in French Equatorial 
Africa. And his story was convincing. At least it was convincing 
enough for the self-styled prince to gain admittance under various 
aliases in hospitals in at least six states in the Southeast and along 
the Gulf or Mexico. His favorite ailment, apparently, is an alleged 


kidney malfunction. 


_According to W. Gordon Poole, administrator of St. Agnes Hos- 
pital, Raleigh, N.C., the man was admitted to the hospital for one 
day in August 1958, then found to be an imposter with a three-page 
FBI record of criminal activities. He was tried by the local court for 
vagrancy and given a suspended sentence. 


Since then he has victimized many other hospitals and will prob- 


ably continue to try to do so. 


This control is sometimes exer- 
cised entirely by the architect and 
administrator. Sometimes they are 
reinforced by a planning commit- 
tee of the medical staff, who are 
arbiters of professional need, and 
a planning committee of the board, 
who are arbiters of over-all policy. 
(My own preference is for com- 
mittee support if only because it 
keeps a large number of top 
echelon. people aware of and in- 
terested in what is going on.) > 

As the program develops, the 
architect should begin to prepare 
preliminary plans and accompany- 
ing budgets for review with the 
administrator and department 
heads. Choices of planning and 
equipment methods should be ex- 


- plored as well as new ideas in 


other institutions. Where existing 
buildings preclude the complete 
application of any principle, such 
as centralization of. food service, 
studies should be made to deter- 
mine whether partial application 
is feasible and at what stage of 
the long-range development the 
complete application should be 
made. At the same time, existing 
buildings should be studied to see 
which functions they can house 
most efficiently. Heavy dollar in- 
vestment in them is not warranted 
if they are slated for early demo- 
lition. 

CONSERVATIVE ESTIMATES BEST 


The budgets, of course, must be 
regarded honestly as no more than 
experienced estimating because no 
owner or architect can control the 
supply and demand effect on free 
market prices. All budgets should 
err on the conservative side. 

Along with the departmental 
plans, a basic pattern conforming 
with the master plan should be 


_established and its main avenues 


of distribution determined. As new 
departments are fitted in, care 
should be taken to see that they 
have room for unpredicted growth 
without destroying the usefulness 
of neighboring. departments. No 
matter how sensible the board may 
have been in establishing its ob- 
jectives, tomorrow’s circumstances 
may alter them. The architect who 
does not leave room for change 
is inexperienced indeed. In the 
same sense, the main traffic pat- 
tern should always be kept clear 
so that it may be extended to serve 
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new functions or so that dying 
buildings may some day be re- 
placed in more fortunate locations. 

The most important functions of 
the administrator in this process 
are (1) spending sufficient time in 
review to assure the architect that 
the building plans are fully har- 
monious with his own organiza- 
tional planning and (2) seeing that 
all necessary decisions on the part 
of the hospital are made promptly 
and on sufficiently good grounds 
to be firm. 


FULL-TIME TASK 


These, like the balance of the 
administration planning functions 
are time consuming and thought 
consuming. In fact, the administra- 
tor’s planning functions in a large 
building program are so demand- 
ing and so important to long-range 
success that he should be able to 
give full-time to them. Hospitals 


are very expensive buildings and ° 


are infrequently replaced. Their 
annual operating costs add“up to 
building cost, cumulatively, in a 
very few years. Surely their plan- 


ning warrants the best attention 
possible. 

When the preliminary planning 
is finished and the budget appears 
secure, the administrator can re- 
lax and let the architect take over 
the mechanics of producing work- 
ing drawings and_ specifications 
which will translate their joint 
thinking into structure. | 

Occasionally, however, there is 
an intermediate step: either build- 
ing prices have gone up or space 
demands have gotten sufficiently 
out of hand to endanger the budg- 
et. Then there ensues an often 
agonizing reappraisal. The pro- 
gram cuts which are proposed are 
terrifying and heart-breaking and, 
in many cases, unnecessary. A 
careful study of any project can 
produce a large number of costly 
items which can be eliminated 
without destroying function and 
others which can be sacrificed at 
small cost to appearance. Those 
things which can later be restored 
should be cut first. Entire func- 
tions can be deferred or replanned 
if necessary. Thoughtless cutting, 


however, produces unworkable 
buildings and unworkable build- 
ings don’t save money. 

We have assumed in our hypo- 
thetical project that the architect 
and the administrator are both of 
top calibre and that they are 
backed by a conscientious and ag- 
gressive board of directors. This 
means almost assuredly a result 
which is satisfying technically and 
aesthetically and one which can 
take the future in its stride. Here, 
in most cases, the team which has 
given leadership is dissolved. 

This dissolution, to my mind, 
could not come at a worse time. 
The rapport and the leadership es- 
tablished in the planning process 
should be given continued respon- 
sibility in the exploration of new 
planning ideas, the education of 
younger practitioners in both fields 
and the search for more positive 
criteria to aid in the evaluation of 
planning standards. The American 
Institute of- Architects and the 
American Hospital Association 
have made a start in this direction 
which deserves wide support. §& 


NEW CENTER TO STUDY 
USE OF ATOMS IN MEDICINE 


The nation’s newest 
atomic medical research 
center, including the world’s first nuclear reactor de- 
signed specially for medical use, was dedicated in 
December at Brookhaven National Laboratory, Up- 
ton, L. I., New York. In addition to the reactor, the 
new center includes a 48-bed hospital for research 
patients and laborutories for studies on medical ap- 
plications of atomic energy. 

The medical research reactor, scheduled for op- 
eration early in 1959, includes unique design fea- 
tures for use in research treatment of ailing humans 
and animal experimentation. Two ports on opposite 


_ sides of the reactor permit streams of neutrons from 


the core to pass through the heavy concrete shield- 
ing walls into treatment rooms, one for patients and 
one for experimental animals. The beams can be 
shut off by means of 21-ton shutters in three seconds. 

A third face of the reactor is equipped for irradi- 
ation of large objects and the fourth has tubes lead- 


ing into the core to permit irradiation of small sam- 
ples of various materials for diagnostic purposes and 
the making of short-lived radioisotopes. The avail- 
ability of these isotopes at the hospital site, where 
they can be used quickly before they decay, will 
make possible a broad range of medical investiga- 
tion into fundamental body processes. 

These rooms and facilities are enclosed within 
outer concrete shielding walls and the whole en- 
cased in a steel cylindrical tank 60 feet in diameter. 
and 54 feet high. The 48-bed hospital consists of 
four identical circular nursing units with a central 
area for auxiliary service. A nursing station is lo- 
cated in the center of each of the four circular units. 

In addition to research on neutron capture ther- 
apy, the medical research center will be used for 
extensive investigations using radioisotopes in the 
diagnosis and treatment of a variety of diseases. 
These problems include the care of patients receiv- 
ing specialized diagnostic tests and treatment. & 
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CONCLUSION OF 


A TWO-PART ARTICLE 


REATMENT OF long-term pa- 

tients on Jewish Hospital’s 
chronic disease division is directed 
not only to the medical needs of 
the patient. It is geared also to 
achieve as much rehabilitation as 
possible. Accurate records of the 
activities of daily living and self- 
care are kept. The nurses are 
oriented in teaching the patient to 
do as much for himself as he can 
and aides and orderlies are in- 
structed accordingly. Particular 
emphasis is placed on bladder and 
bowel training of incontinent pa- 
tients. In the senile patient, lack 
of bladder and bowel control is 
frequently a matter of habit and 


mental depression. Persistent and 


energetic efforts, tempered with 
kindness and patience often pro- 
duce excellent results. Success 
along these lines will frequently 
make it possible to discharge such 
patients to private or foster homes. 

Patients are encouraged to dress 
in washable street clothes if they 
are able to be out of bed for at 
least part of the day. This, too, 
raises their morale. Those who can 


Part one of this two-part report on 
Jewish Hospital of St. Louis’ chronic 


disease division presented information 


on such subjects as the types of pa- 
tients cared for on the unit, physical 
facilities of the unit, staffing arrange- 
ments, and admission and discharge 
procedures. In Part two, the authors 
continue their discussion explaining 
the unit’s program of care, the costs 
and income involved in operation, the 
relation of the chronic disease division 
to other medical care programs, and 
advantages and disadvantages of the 


program. 


ment is limited only by patient 
tolerance and potential. 

@ Physical therapy—Generally 
speaking, the young active reha- 
bilitation patient under treatment 
for an obvious physical disability 
like an amputation or paralysis 
due to poliomyelitis is handled 
more intensively and his goals are 
on a much higher plane than are 
those of the average chronic dis- 
ease patient. In the latter, there is 
more emphasis on palliative care. 
All of the modalities available to 
this field, however, are used. Ar- 


ORGANIZING AND OPERATING A CHRONIC 


by DAVID LITTAUER, M.D., 
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eat with little or no assistance are 


taken to the ambulatory patient 


dining room for meals. This ar- 
rangement has been very success- 
ful, stimulating patients to take 
an interest in others. 

Families are encouraged to take 
patients for rides or take them 
home for week-ends and family 
occasions whenever feasible. 

Patients have received an in- 
creasing amount of rehabilitative 
techniques. In fact, the lines of 
distinction between the chronically 
ill geriatric patient and the physi- 
cally disabled patient who is ac- 
cepted for “rehabilitation” have 
nearly disappeared. The funda- 
mental approach to treatment in 
either group is the same. Treat- 
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thritic conditions are treated with 
heat and therapeutic exercises. Pa- 
tients with strokes and other neu- 
rological disorders receive gait 
training and other exercise pro- 
grams designed to aid self-care. 

It is the nature of chronic ill- 
nesses that progress is slow and 
that results do not become appar- 
ent for long periods of time. For 
this reason the medical director 
holds biweekly meetings with the 
physical therapists regarding 
chronic disease patients. These con- 
ferences help the therapists to un- 
derstand the medical and social 
background of the patients and it 
keeps them from becoming dis- 
couraged*by the.absence of a spec- 
tacular response. 

@ Occupational therapy—The ap- 7 
proach to occupational therapy is 
the same. Here, too, regular meet- 

(Continued on page 63) 
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A 71-year-old widow was admitted to the medi- 
cal service of the Jewish Hospital on June 26, 1957, 
and transferred to the chronic disease division one 
week later. Her health had been failing for a num- 
ber of years. She was suffering from rheumatoid 
arthritis and she had been treated with adreno- 
cortical hormones for at least five years. One year 
before she had been hospitalized for a mild coronary 
occlusion. She had been living with a married 
daughter since her husband’s death. At the time of 
admission she could barely walk because of joint 
pain. She could feed herself with assistance, but 
otherwise she was completely dependent on others. 
She was profoundly depressed, her appetite was 
poor and she showed evidence of marked malnutri- 
tion. Her blood count showed a considerable anemia. 

X-rays showed marked demineralization of all 
bones in addition to the arthritis. Because of her poor 
mental and physical condition, the adrenocortical hor- 
mones were gradually discontinued. Within one 
month of admission an abscess formed over the sa- 
crum. It broke down and began to drain profusely. 
X-rays then showed an osteomyelitis of the sacrum. 
The patient became seriously ill and was started on 
massive doses of antibiotics. Because of her poor 
general condition and anemia she was given repeated 
blood transfusions. The attending surgical and house 
staffs directed the treatment of the abscess and visited 
the patient daily for many weeks. 

Three months after admission, the abscess hed 


cleared up sufficiently to think of rehabilitative pro- 
cedures. Nutrition was carefully supervised and fre- 
quent small feedings were prescribed. Blood trans- 
fusions were continued as long as the blood count 
remained low. Testosterone was given in order to 
effect a positive nitrogen balance. The arthritis was 
treated with salicylates. 

Physical therapy was resumed. This consisted at 
first of passive stretching of the affected joints, but 
as the patient gained in strength, active exercises 


and finally gait training were added. The patient be- 


came more responsive mentally. She was taken to the 
occupational therapy shop daily and while she did 
little work there and talked little with the other pa- 
tients, she obviously enjoyed to be among people. She 
learned how to feed herself with minimal assistance, 
to wash herself and to propel her wheel chair. Even- 
tually, she managed to get in and out of bed with 
the help of only one person, and she could walk with 
little assistance. She was discharged to her daugh- 
ter’s home seven months after her admission, under 
the care of her family physician. 


SUMMARY 

This woman was very ill and required many of 
the services and specialties available in the hos- 
pital. Later on, a program of partial rehabilitation 
was carefully planned and carried out. It was suffi- 
ciently successful to permit discharge to her daugh- 
ter’s home. The social service department advised 
and assisted the daughter in her planning. * 


DISEASE UNIT IN A GENERAL HOSPITAL 


A 73-year-old man was admitted to the chronic 
disease division from another hospital in the com- 
munity. He had been admitted there three months 
before with rheumatoid arthritis which had be- 
come quite active. In spite of medical treatment he 
had become completely disabled, and when admitted 
to the chronic disease division he could barely turn 
over in bed by himself. 

He was started on adrenocortical steroids in a 
fairly massive dosage and this was reduced as rapidly 
as his progress permitted. Within one month of ad- 
mission he was started on physical therapy which 
consisted of stretching of contractures and active 
exercises. As he began to feel better, his mental con- 
dition improved, he became less depressed and more 
cooperative. 

Two months after admission he was able to feed 
himself, wash himself and dress with help. Five 
months after admission he was completely independ- 
ent in all activities of daily living on a wheel chair 
level. At this point, gait training was started and 
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within two months he had learned to walk independ- 
ently with two canes. 
He was discharged to his hens: under the home 


care department, nine months after his admission. 


He has continued to do well at home. He has remained 
completely independent in everyday activities. He has 
been continued on steroid medication under the su- 
pervision of the home care physician. He is seen by a 
physical therapist every few weeks or more often if 
necessary. The therapist checks the status of his joints 
and revises his exercise program as needed. 


SUMMARY 

A seriously disabled elderly man who, under med- 
ical care and physical therapy, managed to regain 
almost complete self-sufficiency. Because “hospital 
type” care could be continued under the home care 
program, it was possible to discharge him to his 
own home after only nine months of hospitaliza- 
tion. Had this unit not been available, the alterna- 
tive would have been permanent institutionalization 
at community expense. 
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The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on Nov. 
20-21, 1958. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


INFECTION MANUAL 


VOTED: To authorize preparation 
of a manual on prevention and con- 
trol of infections within hospitals. 


COMMITTEE ON DEVELOPMENT 


VOTED: To authorize a committee 
of the Board, to be known as the Com- 
mittee on Development, charged with 
the following activities: 


1. Preparation of materials for pres- 
entation of the story of hospital 
services and hospital costs at public 
hearings on Blue Cross rates and at 
public meetings where the subjects 


of prepayment and hospitals are under — 


discussion. 

2. Development of a_ program 
whereby hospitals might work with 
other appropriate interested parties in 
a study of utilization of hospital serv- 
ices, in an effort to establish methods 
and criteria for judging and insuring 
the most economical use of hospital 
care as dictated by the needs of sick 
people. 

3. Establishment of a program for 
future development of Blue Cross, 
improvement of Blue Cross-hospital 
relations, and promotion of the non- 
profit prepayment health system. 


COMMITTEE ON LISTINGS 


VOTED: To approve the recom- 
mendations of the Committee on List- 
ings for listing of hospitals dated 
Aug. 5, Sept. 26, and Nov. 5, 1958. 


ALABAMA 
Leeds, Leeds. 
Martin Hospital and Clinic, Pell. 
ALASKA 
Public Health Service Alaska 
Native, Juneau. 
Sitka Community, Sitka. 
CALIFORNIA 
Anaheim Memorial, Anaheim. 
Garden Park General, Anaheim. 
Avenal District, Avenal. 
Seneca, Chester. 
El Centro Community, El Centro. 
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Palm Harbor 


ASSOCIATION 


SECTION 


General, Garden 
Grove. 

Westerly Sanitarium, Los Angeles. 
Francis M. Pottenger Jr., Mon- 
rovia. 
Villa View General, San Diego. 

Ingleside Lodge, 
South San Gabriel. 


Kern Valley Community, 


Wofford Heights. 
COLORADO 


Mesa Vista Sanatorium, Boulder. 


St. Vrain, Longmont. 
CONNECTICUT 


Englewood, Bridgeport. 
East Hartford, East Hartford. 
DELAWARE 
Governor Bacon Health Center, 
Delaware City. 
State Welfare Home and Hospital 
for Chronically Ill at Smyrna, 


Smyrna. 
DISTRICT OF COLUMBIA 


District of Columbia Village. 
“FLORIDA 


Arcadia General, Arcadia. 

Walker Memorial Sanitarium and 
Hospital, Avon Park. 

South Lake Memorial, Clermont. 

Cedars, Gulfport. 

Citrus Memorial, Inverness. 

Division, Lake City. 

Holiday House Hospital and 
Sanitarium, Orlando. 

Doctors Memorial, Perry. 

Charlotte, Punta Gorda. 

Martin County, Stuart. 

Tarpon Springs, Tarpon Springs. 

GEORGIA 

Joseph B. Whitehead Memorial, 

Atlanta. 


Clinch Memorial, Homerville. 
ILLINOIS 


Central Community, Chicago. 

Cook County Department of Wel- 
fare Convalescent Home, 
Chicago. 

KANSAS 
Douglass, Kansas City. 
Community Memorial, Marysville. 


KENTUCKY 
Rockcastle County Baptist, 


Mt. Vernon. 
LOUISIANA 


Donaldsonville General, 
Donaldsonville. 

Lady of the Sea General, Galliano. 

Opelousas General, Opelousas. 


St. Landry Clinic, Opelousas. © 
MAINE 


Castine Community, Castine. 


Stephens Memorial, Norway. 
MARYLAND 


Happy Hills Convalescent Home 
for Children, Baltimore. : 

Brook Lane Farm, Hagerstown. 

Physicians Memorial, La Plata. 

St. Mary’s, Leonardtown. 3 

Montgomery County General, | 


Olney. | 
MICHIGAN 


Michigan Masonic Home and 
Hospital, Alma. 

Crystal Falls Municipal, 

Crystal Falls. 

Barlow General, Detroit. 

Olin Memorial Health Center, 
Michigan State University, 
East Lansing. 

Ardmore, Ferndale. 

Helene Meinke, Hazel Park. 

Thorn Memorial, Hudson. 

Outer Drive, Lincoln Park. 

Blanchard, Morenci. 

Penn, Norway. 

Plainwell Sanitarium, Plainwell. 

William Crispe, Plainwell. 

Annapolis, Wayne. 

Nankin, Wayne. 


Zeeland Community, Zeeland. 
MINNESOTA 


Birches Sanitarium, Duluth. 
Ely-Bloomenson Community, Ely. 
Pine County Memorial, Sandstone. 
Lake View Memorial, | 


Two Harbors. 
MISSOURI 


Willows Maternity Sanitarium, 


Kansas City. 
NEBRASKA 


Gordon Memorial, Gordon. 


Rushville Community, Rushville. 
NEW JERSEY 


Kate Macy Ladd Convalescent 
Home, Far Hills. 
State Home for Boys, Jamesburg. 
Dr. Hazard Memorial, 
Long Branch. 
Shonghum Mountain Sanatorium, 
Morristown. | 
Pinehaven Nursing Home and 
Sanitarium, Pinewald. 
South Amboy Memorial, 
South Amboy. 
(Continued on page 119) 
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is imperative in pediatric infusions 
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when precise volume control 


Volu-Trole 


The disposable Volu-Trole Saftiset provides 
accurate control of volume and drip rate 

for I.V. infusions. Thus it reduces the 
possibility of fatal overhydration in pediatric 
patients. Volu-Trole Saftiset is sterile, 
pyrogen-tested and ready for immediate 

use with all standard flasks. 


and for safer, | 
easier needle insertion, use the + 
Cutter Pediatric Scalp Vein Set 3 
with the Saftigrip™ | 


Saftigrip provides easy fingertip 
control, holds the needle bevel 

in correct position, and simplifies 
insertion. Infusion Set requires no Qw 
head restraints. Baby is more 

comfortable. Set is sterile, ready to 

use. Available with 23 gauge 

needle for fluid infusions or 20 

gauge needle for blood infusions. 


also available: 


K-N-L 
(Darrow’'s Solution) 
for potassium replacement in infantile diarrhea 


CUTTER| CUTTER LABORATORIES Berkeley, California 
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There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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.| HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN™ 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum — 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


BUFFERIN 1,000's Save money - save space - save time 
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fitofessional practice 


OPERATING 
AND ORGANIZING 
A CHRONIC 
DISEASE UNIT 

IN A GENERAL 
HOSPITAL 


(Continued from page 58) 


ings with the medical director 
make the therapist understand the 
medical and personal problems of 
the patients. Occupational therapy 
frequently has to be conducted on 
a very simple level. Mostly sup- 
portive, not prevocational, consid- 
erations are involved. In spite of 
this, occupational therapy is of 
tremendous importance in improv- 
ing a patient’s morale. It makes 
him feel that he is performing a 
useful task in spite of illness and 
it aids in socialization among pa- 
tients. Some patients can do no 
more than sort bundles of wool of 
different colors. Yet, they will re- 
turn daily to the shop to work on 
these simple tasks. 

Many times it is difficult to mo- 
tivate patients to take part in oc- 
cupational therapy. In such cases 
the therapist, with the help of the 
social worker, has to explore areas 
of special interest and exploit 
them. Even the most difficult pa- 
- tients can usually be persuaded to 
make simple articles for members 
of their families. Some of the most 
recalcitrant old men were per- 
suaded to make scrap books under 
the ruse that they were needed on 
the pediatrics division. Once they 
were given this motivation, they 
worked on them eagerly and with 
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Case Number 3: A 68-year-old widow was admitted 
to the medical service on October 3, 1957. She had 
been in good health and lived in a small apartment 
by herself, next door to her married daughter. On 
the day of admission she had suffered a stroke with 
weakness of the left side of her body and partial 
aphasia. 

At first, she seemed to recover rapidly but one 
month after admission she became confused and it 
was assumed she had suffered another cerebral vas- 
cular occlusion. While she was physically strong 
enough to walk, she was too confused to understand 
instructions and physical therapy had to be discon- 
tinued. She became paranoid, fearful of her room- 
mates and very argumentative with the nursing staff. 
She lost control of her bladder and bowels. 

On December 28, 1957, two months after admission, 
she was transferred to the chronic disease division 
for a trial period. She was put into a room by her- 
self. The nursing supervisor took great personal in- 
terest in her care and instructed the practical nurses 
to be patient and take time to answer her numerous 
questions. She soon became familiar with her sur- 
roundings and with her attendants, and as she be- 
came less agitated, her sedation could be discontinued. 
This, in turn, enhanced her mental acuity. A program 
of bladder and bowel training was started. She was 
taken to the bathroom regularly and she soon learned 
to control her elimination on a regular schedule. Phy- 
sical therapy and gait training were resumed. She 
was taken to occupational therapy and, while she 
could perform only very simple tasks, she enjoyed 
the company of the other patients. 

She was also taken to the ambulatory dining room 
for her meals. At first she needed considerable assist- 
ance with feeding, but after a few weeks she had 
learned to eat independently. The social worker con- 
tacted the family for discharge plans, and the daugh- 
ter offered to take her into her own home. She was 
discharged on February 28, 1958, two months after 
admission to the chronic disease division. | 

Summary: This woman had developed a psychosis 
following a stroke. She benefited from the quiet en- 
vironment of the chronic disease division and the 
individual attention she could obtain there. A pro- 
gram of simple rehabilitation was carried out, par- 
ticularly with reference to activities of daily living 
and bowel and bladder control. This was successful 
enough to make discharge to her daughter’s home a 
reality. 


obvious enjoyment. Bedside occu- 
pational therapy is available for 
those who cannot come to the 
workshop. 

@ Recreational therapy—Recre- 
ational work consists of weekly 
bingo games, movies and monthly 
birthday parties. During the sum- 
mer months, some patients are 
taken to the municipal opera or 


to ball games. In addition, the rec- 
reational therapist, assisted by 
volunteers, does a good deal of 
friendly visiting, helps with letter 
writing, reads to patients, and does 
errands for them. A more elaborate 
program—discussion groups, pub- 
lication of a division newspaper or 
staging of plays—has not been 
feasible because of the diversitv 
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in ages, backgrounds and educa- 
tional levels. 


COSTS; SOURCES AND TYPES OF INCOME 


@ Rates—There are many finan- 
cial problems associated with long- 
term illness. This is reflected in the 
rate of payment made by these pa- 
tients. When the unit was opened 
in late 1956, the per diem cost was 
calculated at $15. After a year’s 
experience, the actual cost was 
found to have been $13.52 per day. 
(See Table 9, right.) ) 

An inclusive daily rate of $15 


is charged patients who occupy — 


two-bed rooms. This figure in- 
cludes accommodation in the two- 
bed room, nursing care, meals, 
medications, laboratory and x-ray, 
physical therapy (limit $25 per 
week), occupational therapy, rec- 
reational therapy and any other 
services required by the patient. 
Patients wishing a private room 
pay $19 per day. Minor surgical 
procedures are also included in the 
per diem rate. If the operating 
room is required for more exten- 
sive surgery, the patient is trans- 
ferred to the acute service and is 
billed. for all services received. 

An all-inclusive charge was 
deemed advisable for these pa- 
tients since it cuts down on the 
bookkeeping problems and at the 
same time permits the patient to 
engage in more activities without 
having to be constantly faced with 
mounting charges. | 

@ Sources of income—While $15 
per day has been established as 
the inclusive charge, only 40 per 
cent of the admissions in 1957 paid 
the full amount. (See Table 10, 


right, for distribution of patients 


in various pay categories.) In 
1957, the average payment from 
all patients was $6.34 per day. 

About half of the patients in the 
full pay group had Blue Cross or 
some equivalent insurance. In 
many cases insurance became ex- 
hausted before the patient was dis- 
charged and some re-evaluation of 
rates was necessary. In general, 
patients in the free category were 
individuals who had recently be- 
come medically indigent and for 
whom state grants in aid had not 
yet been secured because of the 
time lag in doing proper investi- 
gation. 

Those patients in the minimal 
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TABLE 9.—-What it costs to operate - The balance of the patients in the 


the chronic disease unit for 12 months 


DIRECT EXPENSE: 
Secial security .......... 1,970.79 
2,616.96 
Replacement and repairs 1,140.01 
Pharmaceviicails ......... 14,689.84 
occupational therapy 14,908.32 
Heart station .........-- 331.20 
Clinical taboratories ...... 6,834.85 
2,789.43 
TOTAL DIRECT EXPENSES ..... $142,793.66 
DIRECT EXPENSE | 
COST PER DAY ...... $6.27 
EXPENSE: | 
Administration ........... $ 22,629.59 
Housekeeping .........-- 17,384.23 
Plant operation and 
mointenance ........... 24,522.44 
Nursing service ........-.. 1,185.19 
Medical records .......... 9,854.41 


3,031.23 
TOTAL INDIRECT EXPENSES . . . $164,840.73 


INDIRECT EXPENSE 


WAY ..... $7.25 
Tetal direct and 

indirect expenses ......... $307,634.39 
$13.52 
Income per day ...........- 6.34 
Deficit per day ...........-- 7.18 


TABLE 10—Rate of payment by pa- 
tients on chronic disease division for 
hospital services during a 12-month 


period 
ESTABLISHED RATE OF 
PAYMENT PER DAY NUMBER 
Free 6 
$ .O1- 2.99 11 
3.00- 5.99 25 
6.00- 8.99 15 
-9,00-11.99 11 
12.00-14.99 2 
15.00-17.99 25 
18.00-20.99 30 
125 


TABLE 11—Sources of payment for 
care of patients on chronic disease 
division during a 12-month period 


NUMBER 
Bive Cross or other insurance ....... 28 
3 
Patient plus insurance ............. 7 
Patient plus grant 31 
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pay group are those who are solely 
dependent on an Old: Age Assist- 
ance Grant or Permanent and Total 
Disability Grant, which in Mis- 
souri is $60 a month, There is no 
state sponsored indigent program 
other than this. Those patients 
who were in the payment group of 
$3 to $5.99 per day usually had a 
state grant in aid, plus federal 


Old Age and Survivors Insurance. 


groups from $6 per day up to $12 
per day represent family support, 
some O.A.S.I., and in many cases 
limited insurance benefits. For ex- 
ample, Blue Cross pays $3 per day 
up to 180 days for chronically ill 
patients who have exhausted their 
full 70-day coverage. 

Of the average payment by pa- 
tients of $6.34 per day, $3.65 was 


_ derived from payments by patients 


or their families and in many cases 
includes some O.A.S.I. funds; $1.66 


came from insurance; and $1.03 


from state grants in aid. (Table 
11, left, shows incidence of 
patients in each income source 
group. ) 

A deficit of $7.18 per patient day 
resulted in an over-all deficit for 
the year of $163,496.50. This was 
underwritten by the Jewish Fed-. 
eration of Saint Louis and the 
United Fund of Saint Louis. 

Careful credit reviews are done 
on all admissions and frequently 
the rate set at admission is revised 
downward as insurance becomes 
exhausted or as family resources 
wane. Nearly a fifth of those ad- 
mitted had some revision in rate 
during their stay. 

Seventeen of the admissions 
were in the minimal pay cate- 
gories, being either free or totally 
dependent on state grants in aid. 
Requests are made for grants from 
free patients, but there is fre- 
quently a time lapse of two months 
before grants are awarded. 


RELATION TO OTHER MEDICAL 
CARE PROGRAMS 


@ Referrals—Seventy-four per 
cent of all admissions to the 
chronic disease division ‘were 
transfers from one of the acute 
divisions of the hospital. Charac- 
teristically, the patient is admitted 
to the hospital in an acute condi- 
tion and after a period of observa- 
tion and treatment it becomes ap- 
parent that long-term care will be 
needed. Also, most patients who 
were admitted from their own 
homes had been on one of the 
acute divisions of the hospital in. 
the recent past. If the patient is 
medically eligible, the transfer to 
the chronic division is effected as 
rapidly as possible. This helps to 
make sorely needed acute beds 
available, and it has encouraged 
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HOLDS TIGHT even in high steam temperatures . . . leaves no stains or gummy residue. 
“Scotcn”’ Hospital Autoclave Tape No. 222 seals linen or paper packs quickly, easily 
and won't pop loose. You can write on it with ink or pencil! 


with “SCOTCH” Hospital 
Autoclave Tape No. 222 


ONLY THE AUTOCLAVE?’s sustained high steam temperatures will bring out these 
distinctive diagonal markings on ‘“‘ScotcnH’’ Hospital Autoclave Tape No. 222. No 
danger that sunlight or radiator heat will affect this superior tape! 


SCOTCH Hospital Tapes 


The term “SCOTCH” is a registered trademark of Minnesota Mining and Manufacturing Company. St. Paul 6, 
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staff physicians to utilize the facil- 
ities of the chronic disease division. 
@ Transfers—At times, when there 
are empty beds on the chronic dis- 
ease division, patients suffering 
from long-term conditions who re- 
quire more intensive care for a 
short period are accepted in order 
to free acute beds. For instance, 
patients have been admitted to the 
division for three to four weeks of 
electric shock treatment, x-ray 
therapy or to await the second 
stage of a surgical operation. 
Patients on the chronic disease 
division are transferred to one of 
the acute services when they be- 
come acutely ill and their care is 
beyond the scope of the facilities 
and personnel of the division. This 
has, of course, been true in all 
" Cases requiring surgery. Medical 
emergencies are occasionally trans- 
ferred to the acute medical service 
if their condition requires constant 


surveillance by house staff. By ar-_ 


rangement with the director of 
the division of medicine, such pa- 
tients remain geographically on 
the chronic disease division and 
are treated by the medical house 
staff and their consultants. After 
recovery they are transferred back 
to the chronic disease service. 
During 1957, three patients were 
admitted from the home care de- 
partment and seven patients were 
transferred to the home care de- 
partment. Contrary to expecta- 
tions, the home care service is not 
a good resource for patients cared 
for in the chronic medical service, 
since the homes of many in this 
latter group do not meet the min- 
imum requirements of the home 
care department. Those who had 
their own households before they 
became ill may not be able to re- 
turn to live alone or with an 
elderly spouse. Others had made 


their home with their children, an | 


arrangement that had worked as 
long as the elderly parent was in 
fairly good health. Once he has 
become a chronic invalid, this ar- 
rangement was no longer suitable 
for one reason or the other. Never- 
theless, the possibility of home 
care is considered in every dis- 
charge plan and the home situa- 
tion is carefully explored by the 
social worker. 

At various times patients are 
transferred to nursing homes or 
foster homes, and the home care 
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department assumes responsibil- 
ity for their medical care. On other 


‘occasions patients who had gone 


to their own homes were accepted 
by the home care department for 
limited periods of time to make the 
transition easier for patients and 
their families. Patients who were 
admitted from home care to the 
chronic disease division usually 
had become so ill that they could 
no longer. be managed outside of 
the hospital. 

As the program develops it is 
envisaged that there will also be 
a free interchange of patients with 
an old folks home, which is affili- 
ated with the hospital, dependent 
on- the needs of patients located at 
both institutions. 


CONCLUSIONS AND CRITIQUE 


@ Advantages—Our experiences 
have borne out the validity of the 
recommendation of the Commis- 
sion on Chronic Illness* that long- 
term care units belong in general 
hospitals. To a degree that is not 
possible at an independent chronic 
disease facility, there are available 
to long-term patients at the gen- 
eral hospital the same medical, 
nursing and technical staffs that 
serve the “acute” patient. Also 
available are the complex diagnos- 
tic and therapeutic services and 
equipment—heart station, electro- 
encephalographic station, clinical 
laboratories and department of ra- 
diology, etc.—as well as adminis- 
trative and social services that 
characterize the general hospital. 

Another advantage that became 


apparent after the former separate . 


chronic disease unit -was brought 
under the physical envelope of the 
general hospital is the free inter- 
change of patients between serv- 
ices. Patients are transferred easily 
between acute, long-term and 
home care departments. This is 
beginning to apply to private as 
well as medically indigent patients: 
Transfer of a long-term patient 
for a surgical operation is no 


longer a critical and time-consum- 
ing project. | 

Since the chronically ill patient 
is in the same professional en- 
vironment as the short-term case, 
it is inevitable that his care is sus- 
ceptible to the same qualitative 
standards. While the promulgation 
of direct yardsticks of the quality 
of hospital care still lies in the 
future, a number of indirect yard- 
sticks of quality indicate improve- 
ment. For example, the death rate 
dropped from 80 per cent in the 
former separate chronic hospital to 
46 per cent in the chronic division 
of the general hospital. The aver- 
age length of stay dropped from 
about 318 days to 168.9 days for 
the same type of patient under the 
same medical and administrative 
auspices. The autopsy rate rose 
from zero to 18.7 per cent. There 
were significant increases in the 
numbers and types of clinical lab- . 
oratory tests, x-ray examinations, 
and electrocardiograms. Consulta- 
tions became more frequent. 

Costs of care are higher, of 
course. Costs of $13.52 per day, or 
approximately $400 per month, are 
more than twice as great as those 
reported for institutions offering 
only domiciliary services to a con- 
siderable portion of their residents, 
and half as much again as for 
nursing homes giving considerable 
nursing care to long-term patients. 
Costs, however, are not high in re- 
lation to the quality and quantity 
of service available to and used by 
a chronically ill patient in a gen- 
eral hospital setting. 

@ Weakness—Some areas of 
weakness have been exposed. As 
mentioned before, members of the 
hospital’s intern and resident staff 
are not assigned to the chronic dis- 
ease service, (although emergency 
coverage at night is furnished by 
medical interns). The House Staff 
Educational Committee, whose 
membership includes chiefs of the 
major specialty departments, is not 
convinced that a chronic medical 
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* high energy fat for intravenous feeding. 

¢ the first formulation to assure adequate caloric supply. 

* prevents cachexia and promotes recovery. 

* spares body protein. 

* provides high caloric intake in low fluid volume, thus elimi- 
nating the necessity of prolonged administration and over- 
hydration—1 liter of Lipomul I.V. supplies 1,600 calories, 
while 1 liter of 5% dextrose or 5% protein hydrolysate sup- 
plies only 200 calories. 

* completely metabolized. 

¢ makes possible higher concentrations of fat without irrita- 
tion of venous endothelium. 

* essentially devoid of electrolytes and nitrogen—can be life- 
saving when renal function is markedly impaired. 

* has minimal side effects: incidence of reactions less than 
5% in 4,000 infusions. 


See package literature for dosage, administration, and precautions. 


Supplied: Lipomul I.V. is a sterile, nonpyrogenic, oil-in-water emulsion 
supplied in 500 cc. bottles for intravenous use. Each bottle contains 
cottonseed oil 75 Gm., glucose 20 Gm., and soybean phosphatide 6.0 Gm. 
Included in each package is an intravenous administration unit which 


~ must be used in all Lipomul I.V. infusions. The package must be stored 


in a refrigerator and protected from freezing. The unit is not for multiple- 
dose use, and any unused portion should be discarded. 


| Upjohn The Upjohn Company, Kalamazoo, Michigan 
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service offers a concentrated edu- 
cational experience to a young 
house officer of the same caliber 
as the “acute” medical service. It 
is possible that this view will 
change in the future. In the mean- 
time young physicians in practice 
have been engaged to assist the 
medical director of the unit on a 
part-time basis. 

Another weakness is the incom- 
plete understanding by members 
of the medical staff of the place of 
a long-term care unit in a general 
hospital. Some do not believe it is 


necessary, complaining that the 
beds are needed for their acute 
cases. Others confuse a hospital- 
type continued care service, de- 
voted to patients amenable to 
treatment, with a nursing home or 
custodial service. They are per- 
plexed when admission of the lat- 
ter types is refused. This problem 
is self-limiting, however. It is 
already resolving itself as orienta- 
tion of the medical and nursing 
staffs to the role of the unit is be- 
ginning to pay off. By the end of 
the first full year of operation 
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within the general hospital it was 
apparent, from the applications by 
physicians for admission of their 
private patients, that they under- 
stood much more clearly than be- 
fore how the unit functioned. 

The community, too, must be 
educated to the purpose of the unit 
and to the higher cost, when com- 
pared with other long-term facil- 
ities with which they are familiar. 
We have been surprised, as a mat- 
ter of fact, at the readiness with 
which members of the general 
public, third party payers, and 
community service organizations 
like the United Fund, understand 
the relation between levels and 
standards of service and the cost 
thereof, even though they may not 
yet be geared to meet the cost. 

@ Future plans—The pattern for 
the next phase of development of 
the long-term service at a general 
hospital is being drawn. We can . 
report, for example, that the lines 
between the separate chronic med- 
ical and rehabilitation (for physi- 
cally disabled) services of the 
hospital are being blurred. We are 
planning -to merge these depart- 
ments into one functional long- 
term unit shortly. This service will 
be developed to include not only 
direct patient care, but also pro- 
grams of medical and nursing 
education, and medical, sociolog- 
ical, and medico-administrative re- 
search. 

It is essential that close working 
relationships be developed with 
other institutions and agencies in. 
the field of long-term care, such 
as nursing homes, old folks homes, 
and family service agencies. Such 
relationships will be predicated on 
qualitative standards as well as on 
the usual yardstick of cost. 

Finally, we recognize that the 
general community, health and 
welfare groups, and our own hos- 
pital and medical colleagues must 
be made aware of the existence of 
a valuable additional resource for 
the care of an ever increasing per-— 
centage of our population. s 
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Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 

Stainless steel pressure cookers and steam ket- 
tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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in 12 minutes... thanks to GAS 


baking and warming ovens—speed nutritious, tasty 


food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod- 
ernize your food service, call your Gas Company's 
commercial specialist. He'll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 
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Hospitals of Cleveland 


Etna TUBE feedings do not 
represent a major element in 
the total meal census of a hospital 
-dietary department. Although 
small in number, tube feedings 
can often be intricate and time- 
consuming when viewed from the 
standpoint of planning and pro- 
duction. 

At University Hospitals of Cleve- 
land, we found that each tube feed- 
ing was being planned and prepared 
on an individual basis; therefore, 
each feeding constituted a single 
operation from start to finish. The 
improvement in the procedure 
which we have recently developed 
stems partly from a gradual change 
in the type of feeding ordered. 
This was accompanied by an anal- 
ysis of the methods currently in 
use with respect to these feedings. 
Primarily the analysis showed that 
such feedings could be produced 
as a combined operation with sig- 
nificant economy of time and ef- 
fort. 

BEFORE THE CHANGE-OVER 


For many years tube feedings 
had consisted of eggs, milk, cream, 
glucose, orange juice, etc., in vary- 
ing amounts and arrangements. 
Moreover, several feedings of dif- 
ferent values and volumes were 
available. Of the tube feedings or- 

Marjorie H. Esson is assistant director 


of dietetics at University Hospitals of 
Cleveland. 
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STANDARD FORMULA 
FOR TUBE FEEDINGS 
SAVES TIME AND LABOR 


by MARJORIE H. ESSON 


dered on any one day, rarely were 
two similar. In recent years, medi- 
cal interest in the use of ground 
meat, vegetables, fruit and other 
components of a regular or normal 
diet liquefied to pass through gas- 
tric tubing made it necessary to 
also develop this type of tube 
feeding formula. At the time we 
were not equipped with a blender- 
izer for processing this solid food 
and so constructed the new for- 
mula using commercially strained 
baby foods. In general, the feed- 
ing consisted of strained meats, 
strained vegetables, strained fruit, 
orange juice, eggs, milk, cream, 
glucose and salt. Eventually this 
type of feeding was being ordered 


‘to the exclusion of the other feed- 


ings. 

Meanwhile, two staff dietitians* 
who were participating in the hos- 
pital’s work simplification pro- 
gram decided to take as their 
project for the program a study 
of the procedures involved in 
planning and preparing tube feed- 
ings. One of the dietitians was in 
charge of the unit which produced 
the tube feedings and the other 
dietitian was in charge of a unit 
which had occasion to order tube 
feedings. 

It was apparent to them that the 
generalized use of the same for- 


*Miss Beatrice Bonarrigo and Mrs. Re- 
gina Tunquist. 


mula ought to have possibilities 
in simplifying its production. They 
studied the daily orders and found 
that the amounts needed for each — 
order were often similar and that 
the average volume ordered was 
1500-2000 c.c. 

From their own experience they 
knew that each unit dietitian ad- 
justed the ingredients of the orig- 
inal formula to provide the volume 
for a particular feeding. They rea- 
soned that if the formula could 
be standardized as to caloric value 
and volume, it should not be nec- 
essary to make these variations 
each time. 


NEW METHOD 


The first step was to make a 
few changes in the amounts of the 
ingredients in the formula so that 
the ratio of calories to cubic centi- 
meters was 1:1 or so that 2000 c.c. 
of the feeding had a yield of 2000 
calories. It was felt that this cor- 
relation of value with volume 
would facilitate the second phase 


of the simplification process, This 


phase consisted of establishing, in 
addition to the 2000 c.c. amount, 
three other basic amounts, namely 
500 c.c, 1000 c.c. and 4000 c.c. Fig. 
1, p. 72, shows the graded compo- 
sition of these four quantities. Al- 
though any. one of these basic 
amounts could be used for a single 
feeding, they were designed 
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FOR YOUR DIETARY 
REFERENCE SHELF 


Four important aids that should be 
in every dietitian’s management li- 
brary are available to member hos- 
pitals of the American Hospital 
Association. 


1. Food Cost Accounting. 1948. ....$1.00 
Describes in detail a system of food 
cost accounting, close control of day- 
to-day food costs, a food stock index 
list, and samples of the necessary 
forms. 


2. Food Purchasing Guide. 1953. .. .$1.75 
A guide for buying foéd, includes 
description of the unit of purchase, 
weight, size of serving portion, the 
number of servings to be expected 
from purchase units, portion costs, 
and quantity buying. 


3. Hospital Food Service Manual. 


Comprehensive food service guide 
adaptable to hospitals of all sizes. 
Includes details of menu planning, 
preparation of food orders, purchas- 
ing, storage and service, core of 
equipment, sanitation, personnel and 
accounting. 


4. Manval of Specifications for Canned 
Fruit and Vegetables. 1947... ..$2.50 

A purchasing guide giving specific 
standards for types, grades and quan- 

tities of food, plus the number of 
servings to be expected from each 

unit. Includes buying charts, number 

of servings per unit and cost charts. 


UNIT OF 

FOOD ITEM MEASURE | 
Strained Peas jers 
Strained Carrots jars 
Strained Beets jars 
Strained Applesauce jars 
Strained Beef jars 
Strained Liver jars 
Eggs number 
Strained Orange Juice 
Cream (18%) 

Milk €.€. 
Glucose gm. 

Salt gm. 


Fig. 1—Composition of Four Quantities of Standard Tube Feed- 
ing Used at University Hospitals of Cleveland 


4000 ¢c.c. *2000c.c. 1000c¢cc. 500 c.c. 
2 Va » We 
2 1 Va 
2 1 Va Va 
2 1 VW Va 
6 3 1,% 
2 1 Va “Ve 
4 2 1 ee 
400 200 100 50 
360 180 90 45 

1400 175 
120 60 30 
10 . § 2 1 


*Approximate valve of 2000 c.c. of the formula is 120 gm. protein, 89 gm. fat, 174 gm. 
carbohydrate. The approximate calorie count is 1977. 


SIZE OF TUBE FEEDING 


American Hospital Association 
840 North Lake Shore Drive 
Chicago 11, Illinois 


Please send me the following: 


[] 2. Food Purchasing Guide ..... $1.75 


Food Cost Accounting ....... $1.00 


[] 3. Hospital Food Service 


4. Manual of Specifica- 
tions for Canned Fruit 


$2.50 
[] Check enclosed [}] Bill me 
Nome. 
Hospital.__ 
Address... 
City 
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mainly for the different combined 
volumes that they would provide. 


The third step involved explain- 


ing and discussing the proposed 
revisions at a weekly staff meet- 
ing. It was agreed that the new 
procedure should be written out 
and put into use. 


_ EVALUATION OF METHOD 


The final part of the study was 
an evaluation and measurement of 
the results of the revised proce- 
dures. Previously, unit dietitians 
had to itemize each ingredient and 
its quantity for each tube feeding 
order that they submitted to the 
production area. Frequently, some 
degree of calculation was also nec- 
essary. 

With such preliminary details 
now eliminated, the orders need 
only indicate the total volume de- 
sired for each patient receiving a 
strained tube feeding. Although no 
actual measurement was made of 
the time element saved in the new 
operation, it seemed that a definite 
economy of time and effort was 
realized for the dietitians. 

For the maid who prepared the 
tube feedings, there was a distinct 
saving in time. With the new sys- 
tem it took her one hour less per 
day to complete the feedings, thus 
freeing her to do other work. Each 
morning when she receives the 
tube feeding orders, she adds the 
volumes together and _ prepares 


several feedings in one operation. 


Since the mixing equipment has 
a maximum capacity of 4000 c.c., 
it may take two or three opera- 


tions to complete the orders, but 
we feel that this is a considerable 
improvement over preparing one 
feeding at a time. After the gross 
amount is mixed, the maid -meas- 
ures the individual amounts re- 
quired, labels and refrigerates the 
feedings for pick-up by a delivery 
maid. 

On the whole, the analysis of 
this entire situation produced a 
much more clear-cut procedure 
and greatly simplified the work of 
all personnel involved. As a corol- 
lary, we also investigated the san- 
itary aspects of our methods. With 
fewer diversified operations, the 
materials used did not remain 
at room temperature for as long 
periods of time as formerly and 
thus did not have a chance to be- 
come too warm before being re- 
turned to the refrigerator. The pe- 
riod of change, moreover, seemed 
to be a good opportunity for em- 
phasizing certain techniques of 
cleanliness for the employee han- 
dling the feedings. 

Essentially, the project employed 
the principles of standardization 
and quantity production. It is quite 


‘ similar to the development of a 


standard hospital formula for in- 
fant feedings that is prepared in 
large quantity and dispensed in 
designated amounts -per infant 
feeding. In both instances, the 
standard formula is usable only 
for those patients for whom it is 
known to be suitable. Beyond this 
point, the needs of an individual 


patient must be met by planning 


and preparation on.an individual 


HOSPITALS, J.A.H.A. 


Guaranteed 
not to warp 
after repeated 
sterilization 


COLOR-CRAFT 


Repeated sterilization can’t dull the 
appetite appeal of KYS-ITE Color- 
Craft Serving Trays. KYS-ITE trays 
are available in these and other 
smart designs and plain colors, 
with or without cork surface. 


No competitive trays offer 
ALL these advantages | 


e Guaranteed against warpage. 

e Colorful pattern on both sides of tray 
instead of just top. 

@ Smooth rounded, pressure-sealed 
edge. 

.@ Preformed and molded for 
extra strength. 

e Easy to sterilize, resistant to mild 
acids and alkalis. 

e May be boiled without harmful 
effect. | 

Light to handle, quiet. 


FANTASY 
Yellow, Grey, 


; by Vincent Chupas 
Black, Grey, 
Tan 


Mail this coupon for illustrated 
folder describing entire line. 


~ 


Keyes Fibre Company, Dept. H, : z 
Waterville, Maine | 
Please send me further information on eS 
KYS-ITE®, KYS-ITE® Cork Surfaced and a ee 
KYS-ITE® Color-Craft Trays. 4 


Name 
Street | 


City 


A, 
5 ‘ 4 4 


-CHINET 


molded paper plates 
lighten nurses’ load, 
save time and expense 


When your food service operation uti- 
lizes CHINET plates you end the problem 
and expense of obtaining, training and su- 
pervising dishwashing help. You also elimi- 
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KYS-ITE trays are guaranteed against 
warpage ...come in glamvurous decorator 
designs and striking solid colors. 


Only CHINET® Plates Give You 
All These Exclusive Advantages 


@ Brilliant new stark white or regular 
plate white | 


@ Extra strength, each plate is 
molded individually 


Sterilized 
@ Waterproof, grease resistant 
@ Complete selection of sizes and shapes 


CHINET® Plates and KYS-ITE® Trays 
can cut food service costs. 


MAIL THIS COUPON FOR COMPLETE DETAILS 


Keyes Fibre Company, Dept. H-2, 
Waterville, Maine 


Please send me complete details on 
Keyes CHINET® Plates and KYS-ITE® 
Serving Trays. 


Name 


Employer 


Street 


City State 


> 74 | HOSPITALS, J.A.H.A. 


> 
| 
RES 
< 
att 
4 
Ds 
-_ 4 
SS 
CHINET Moided Poper Piates 
? 
| 
> 


basis. We feel that the project, 
however, does illustrate the merits 


of recognizing the areas in which 
such principles could be applied. ® 


NOTES AND COMMENT 


Here are recipes for two cycle menu items 


Angeline Mannick, director of nutrition at the University of Minnesota 
Hospitals, Minneapolis, reports Texas hash and snickerdoodle are two 
favorite menu items with patients at the medical center. Miss Mannick 
has included these items in her set of cycle menus beginning on p. 76 


of this issue. 
Here are the recipes: 


TEXAS HASH 
(100 servings) 
3 lbs. sliced onions 
3 Ibs. 12 oz. chopped green pepper 
8 oz. fat 
15 lbs. ground round steak 
qts. cooked tomatoes 
5 lbs. uncooked rice 
1% oz. chili powder 
5 oz, salt 
oz. pepper 


1. Cook pepper and onions in 
fat until soft, but not brown. Add 
meat and cook lightly. 

2. Add tomatoes, rice and sea- 
soning and mix well. 

3. Bake in moderate oven (350° 
F.) for approximately 2 hours or 
until rice is tender. 

4. Cover during first part of 
cooking and stir occasionally. 


SNICKERDOODLE 
(1 sheet pan 18 by 22”) 
qt. sugar 
qts. flour 
thsp. baking powder 
raisins 
ec. shortening 
eggs 
qt. milk 
thsp. cinnamon 
le sugar 


1. Blend together dry ingredi- 
ents and raisins. Cut in shortening 
until texture of corn meal, Com- 
bine eggs and milk. 

2. Stir into dry ingredients, just 


- enough to mix. Spread onto greased 


sheet. 

3. Blend cinnamon and sugar. 
Put melted butter over batter and 
sprinkle mix on top of batter. 

4. Bake in a moderate oven 
(375° F.) for 30 minutes. ® 


Spring Cycle Menu 
for the North-Northwest 


on 


21-DAY selective spring 
cycle menu and market orders 
for perishables are designed par- 
ticularly for hospitals in the north- 
ern and northwestern sections of 
the United States. These menus, 
which are to be used during March, 
April and May, feature foods popu- 
lar in these sections of the country. 

The menus in this issue are the 
final set in the four-part series of 
spring cycle menus published in 
this Journal. Spring cycle menus 


_.for Midwest hospitals were in- 


cluded in the January 1 HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The South-South- 
west spring cycle menus were 
published in the January 16 issue 
of the Journal. The East menus 
were included 
1 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a 
moderate to low cost food budget 
was used. 

This: cycle menu features a 
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in the February 


choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the full 


The winter cycle menus, published 
in the October and November 1958 is- 
sues of this Journal, are for use dur- 
ing February. The Midwest and South- 
Southwest cycle menus appeared in the 
October 1 and 16 issues, respectively. 
The November 1 and 16 issues fea- 
tured cycle menus for the East and 
North-Northwest, respectively. 


or normal diets, while those la- 
beled (S) are for the soft and other 
modified diets. Where the letters 
(FS) appear, the menu item can 
be served on both the full and soft 
diets. 

The market order for perish- 
ables, which accompanies each 


week’s menu, lists the meats, sea- 
food, poultry, and 


fresh and 


frozen fruits and vegetables that 
a 50-bed hospital will need to pro- 
duce the menu. The market order 
includes all portion-ready meats, 
oven-ready roasts, portion-ready 
seafood, eviscerated poultry and 
other pre-prepared items. The 
amounts are computed on the 
basis of serving 100 patient and 
personnel meals at breakfast, 125 
at noon and 100 at night. By using 
a multiple of 50, larger hospitals 
can easily arrive at their market 
orders. | 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in 
the storeroom at the beginning of 
each 2l-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned ~ fish, canned 
fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups and canned vegetables. 

The standard is available upon 
request by writing the American 
Hospital Association, 840 North 
Lake Shore Drive, Chicago 11, Ill. 
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Ist WEEK NORTH-NORTHWEST SPRING SELECTIVE CYCLE MENU 


—prepared by Angeline Mannick, director of nutrition, 


} 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) University of Minnesota Hospitals, Minneapolis 
breakfast noon night 
uice Soup (F) Grapefruit Sections 
or Stewed Apricots Beef yy or Deviled Eggs in Cheese Sauce on Toast (S) Swiss Steak (F) or Beef Biscuit Roll-Mushroom Gravy (S) 
Malt Meal Cereal! Buttered Ries Browned Potato (FS) 
_ @r Cornflakes Creamed Corn or i and Carrots (FS) Stewed Tomatoes (S) er Buttered Mixed a (F) 
Snickerdoodie Pineapple-Cherry Salad or Mixed Green Salad Appie-Celery-Raisin Salad or Carrot Sticks and Ripe Olives 
Sausage Patties Rhubarb Sauce (FS) er Banana te Marshmallow Roll (FS) or Royal Anne Cherries 
Pineapple-Grapefruit Fruit Punch Chicken Noodie Soup 
Juice er Or Chicken a la King on Toast Points (FS) er Texas Hash Pot Roast (FS) er Liver and Bacon 
Halves Mashed Potatoes (FS) Paprika Potatoes (FS 
Farina Fresh Asparagus (FS) er Julienne Green Beans Spinach with Lemon ers) or Buttered Beets 
or Ready-to-Eat Chefs Salad or Stuffed Prune Salad Grapefruit Sections on Endive or Cranberry-Gelatin Salad 
Rice Cereal Lemon Chiffon Pie (F) er Vanilla ice Cream (S) Rice Custard Pudding (FS) or Peach Half 
Scrambied Eggs with 
Ham Bits 
Tomato Juice Scotch Broth Half 
er Baked Apple Weiners and Buns (F) or Rarebit on Toast (S)—- Bacon _ Stuffed Meat Loaf or Roast Sirloin of Beef au jus (FS) 
meal French Fried Potatoes (F) | Mashed Potatoes (FS) 
| or Shredded Wheat Julienne Correts (FS) er Buttered Lima Beans | Buttered Asparagus (FS) er Harvard Beets 
erea Banana-Nut Salad er Tomato Aspic Salad Pear-Grated Cheese Salad or Head Lettuce-Parisian Dressing 
Wheat Cakes— Syrup Chocolate Cake (FS) er Pineapple Slice ' Caramel Pudding (FS) or Green Gage Plums 
Grapefruit Juice Appie- Cranberry Juice Vegetable Soup 
or Stewed Prunes Grilled Ham Slices (F) or Eggs a la Golden on Toasted English Muffin (S) | Chicken Pot Ple 9) or Baked Sirloin Pattie (S) 
Whole Wheat Crea! Baked Sweet Potatoes (F) Baked Potato (FS) 
or Puffed Wheat Mexican Corn (F) or Buttered Peas (S) Buttered Green Beans (FS) or Cauliflower Papri 
Cereal Cottage Cheese Chive Salad or Health Salad Orange-Celery-Raisin Salad or Celery and Rad Siahes 
Soft Cooked Biueberry Cobbier (F) er Fruit Cup (S) Chocolate Fudge Pudding with Whipped Cream (FS) or Mandarin Sections 
Blueberry Muffins 
Orange Juice Hawaiian Punch Cream of Tomato Soup 
or Half Grapefruit Open-faced Ham and Cheese Sandwich Aah or _ Loaf (S) Baked Fillet of Sole- - Sauce (FS) er Veal Scallopini 
Rolled Wheat Cerea/ Hashed Cream Potatoes (FS) er Potato Franconia Potatoes (FS 
or Ready-to-Eat Succotash er Baked Fa nom Half (FS) Whole Kernel Corn or French Style Green Beans (FS) 
° Wheat Flake Spiced pee See Salad Salad Peach and Pear Salad or Lettuce-Green Pepper Ring Salad 
Cereal Coconut Cream Pudding (F) or Lemon Sherbet (S) Date Torte—Whipped Cream (F) er Bing Cherries in Syrup (S) 
Poached Egg on Toast 
Pineapple Juice Vermicellii Soup Minted Apple Juice 
er Sliced Banana Fresh oman on Toast with Cheese Sauce Baked Meat Balls (S) er Roast Loin of Pork —Gravy (F) 7 
Wheat Cereal! or Braised Chicken Liver with Soihesens (FS) Whipped Potatoes (FS) | @ 
or Cornflakes Parsley Buttered Potatoes (FS) Harvard Beets (S) or Buttered Mixed Vegetables (F) = 
Bacon Strips Buttered Celery with Pimiento (F) or Baked Squash (S) Carrot-Peanut Salad or Dill Pickle Slices - 
Sweet Rolls Perfection Salad er Sliced Tomato Salad Peach Velvet (FS) or Sliced Orange = 
White Cake with Lemon Filling (FS) or Bartlett Pear Half 7 z= 
© 
Blended Juice Chicken-Rice Sou Tomato Juice with Lemon W 
or Applesauce Tuna Salad CF) 7 Creamed Sweetbreads on Toast Points (S) Roast Turkey-Giblet ad (S) Dressing—Cranberry Sauce (F) 
Oatmeal Baked Potato (FS) Mashed Potatoes (FS) z 
er Puffed Rice Creeal | Buttered Wax Beans (FS) er Julienne Carrots Buttered Broccoli (F) or Creamed Peas (S) 
Scrambled Eggs Mixed Green Salad or Pineapple-Apricot Salad Celery and Stuffed Olives or Moided Fruit Gelatin Salad 
5 Raisin Toast Chocolate Sundae (FS) er Fresh Fruit Cup Coconut Cupcakes (F) er Orange Sherbet (S) : 5 
| « 
a 
| 
(F)—Full Diet (S}—Soft Diet (FS) —Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


= 

3 item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF FRESH FRUITS 
Butt, Bottom (B.R.T.) U. S. Good 30 Ibs. 90 | Apples Jonathan, 113s 1 box PROZEN FRUITS 
& | Franktucters All beef, 8-1 Ib. 20 Ibs. 80 | Bananas Ripe 60 Ibs. 24 Ibs. 
= Ground Beef U. S. Good, 5 Ib. pkg. 15 Ibs. Cranberries I Ib. bag 20 Ibs. Grapefruit Juice Con., 32 oz. can 3 cans ' 
| Liver Steer, sliced Sibs. 20 | Grapefruit Seediess, 70s 1 crate Melon Balls 8 Ib. can 8 Ibs. | 
Steak, Swiss Good, 40z. each 20 Ibs. 80 | Oranges 176s 2erates Rhubarb 8 Ib. can, 5-1 sugar 24 Ibs. | 
Stew U. S. Good 20 Ibs. 100 | 
| Bacon (Sliced) 24 ibs Carrots 50 Ibs 
n -26-1 Ib. rro opped, bag 

| s Ham, (Pullman) Ready-to-eat 40 ibs. Celery Pascal, 30s 2 crates Speen, 
Beans, Green Cuts, 2% Ib. pkg.  I5ibs. 90] | 

Loin (Boneless) Grade A, 10-12 Ibs. 30 Ibs. Cucumbers 1 doz. ' 

$ Beans, Green Julienne, 2% Ib. pkg. 15 tbs. 90 | 
VEAL | Beans, Lima Small, green | 
| é _ Onions, Dry Yellow, bag 50 Ibs. 2% Ib. pkg 2% Ibs. 15] | 
Cutlets U.S. Good, each 5 ibs. 20 
S | sweetbreads Srech Sibs. 29 Onions, Green Buneh 1 doz. Beans, Wax Cuts, 2% Ib. pkg. ISibs. 90} | 
Parsley Bunch 1 doz. Broccoli Stems and buds 
| FISH Peppers, Green Medium Size 1 doz. 7a 2% Ib. pkg. 10 ibs. 60 
Sole Frozen, fillets 25 ibs. 100 | Potatoes, Sweet Hamper 50 Ibs. Cauliflower Buds, 2% ib. pkg. 2% Ibs. 15 
Potatoes, White Bag No. | 400 Ibs. Peas 2% Ib. pkg. 20 ibs. 120 

POULTRY Radishes Bunoh 1 doz. Spinach Chopped, 2% Ib. pkg. IS ibs. 90 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 140 Ibs. Squash, Acorn 10 Ibs. Succotash 2% Ib. pkg. 2% ibs. 15 ; 
3 | Livers, Chicken 5 Ib. pkg. 15 Ibs. 25 Tomatoes Repacked (5 x 6) 3 lugs Vegetables, Mixed 2% Ib. pkg. 30 ibs. 180 
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counter, door type, conveyor and conveyor pre- 


Installation by Hertzel’s Equipment Co., Peoria, Ill. « Fabrication by Southern Equipment Co., St. Louis, Mo. 


SEE HOW 


TOLEDOS 


STREAMLINE FOOD SERVICE 


In the newest addition to the progressive 
Decatur and Macon County Hospital in Deca- 
tur, Illinois, Toledo Kitchen Machines help 


streamline operations and trim costs! For dish- : 
Toledo Conveyor Dishwasher with Prewash keeps dishes 


washing, dispo sing and pee ling, Toledos get the ‘and glasses sparkling clean. Automatic through wash and rinse 
call in this well-planned hospital installation. cycles with high hourly production. 


Whether kite nen small Toledo Peeler, with Peel Disposer, provides fast, double- 
large volume feeding, it’s easy to select just the action peeling, and effortless disposal of peelings. Another 
right equipment for your layout and service foledo Disposer, in corner, serves two sink areas. 
needs from the wide line of Toledos. ChOOS@ 


Toledo dishwashers for advanced design in 


wash machines ... modern new Toledo food 
machines, and fast, san- 
itary Toledo disposers in 
a full range of sizes. 
Write today for new cat- 
alogs on Toledos to help 
you save time, money 
and manpower in your 


kitchen. 
—, TOLEDO SCALE CORPORATION 


work areas to insure = KITCHEN MACHINE DIVISION + 245 HOLLENBECK STREET, ROCHESTER, N.Y. 
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4 2nd WEEK NORTH-NORTHWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Angeline Mannick, director of nutrition, 


University of Minnesota Hospitals, Minneapolis 


French Toast-Syrup 


| or Cottage Cheese with Stuffed Oliv 
Maple Nut (F) or Whole Peeled 'Fesete (S) 


Pineapple- Grapefruit 
| Juice or 
Stewed F 
Malt Meal Cerea! 
or ~ Protein 


ea 
Soft Cooked 
Cinnamon T 


Bouilion with Croutons 

Stuffed Pork Chops (F) or Creamed Tuna on Rice (S) 
Buttered Rice (F) 

Buttered Cauliflower or French Cut Green a FS) 


Chocolate Eclairs (F) or French Vanilla ice os (S) 


or Cornflakes 
Grilled Ham Slice 


Orange Juice 
or Kadota Figs 
Whole Wheat Cereal! 


Apple Juice 


— 


— le juice 
alf Grapefruit 
Whole Wheat Cereal 
or Ready-to-Eat 
Wheat Flake 
Cereal! 
Poached Egg 


Prune Juice 
er Apricot Halves 
= Farina 
or Ready -to-Eat 
Rice Cereal! 
Broiled Bacon Strips 


“Orange Juice 
or Applesauce 


pp 
Rolled Wheat Cereal 
or Cornflakes 
| Scrambled Eggs 
5 


Brisket, Corned 

Butt, Bottom (B.R.T.) 
Ground Beef 

Kidney 

Liver 

Roast, Rib 

Sirloin (B.R.T.) 


Roun 
Boneless) 


Short Ribs 
| Steak, Swiss 


| 


| Ground, Shoulder 
Leg (B.R.T.) 


| Bacon (Sliced) 
| Butts, Smoked 
(Boneless) 


| Chops, Loin 


2nd week market order for perishables (per 50 beds) 


Cutlets 


item, Specifications, Amounts & No. of af Servings | 


Vegetable Soup 
Chicken Salad per or Fiuffy Omelet (S) 
Baked Potato 

Whole Kernel Corn or Baked Squash ae 

Golden Glow Salad or Quartered Tomato Sa 
Gingerbread-Orange Whip Cream (FS) or Rhubarb Sauce 


“Blended juice 
Roast Sirloin of Beef au jus (FS) 
or Sliced Corned Beef-Horseradish Sauce 


eal 
or — Wheat Parsiey Buttered Potatoes (FS) 


or Stewed Prunes 
Oatm 
| ereal 
Soft Cooked Eggs 
Cinnamon Rolls 


Spinach Au Gratin or Peas and Carrots (FS) 

Chef's Salad or Mixed Fruit Salad 

Pineapple Upside-down Cake——Whip Cream (F) 
or Soft Custard (S) 


Cream of Vegetable Sou Oup 

Cheese Fondue (S) or Tuna Chow Mein on Noodles (F) 
Buttered Rice (FS) 

Buttered Asparagus (FS) or Buttered Pea 


Bavarian Cream (FS) or Fresh Fruit Cup 


Hawaiian Punch 

Hot Roast Beef Sandwich (FS)—Gravy or Texas Hash 
Mashed Potato (FS 

Brussels Sprouts (F) or Julienne Beets (S) 

Frozen Fruit Salad or Tossed Salad 

Ginger Cookies (F) or Paech Halves in Syrup (S) 


Cream of Mushroom Soup 


Barbecue Hamburger on Bun (F) or Creamed Chicken in Pattie Shell S) | 


Parsley Buttered Potatoes (F 

Buttered Peas (S) or Buttered Lima Beans (F) 
Assorted Relishes or Fruit Salad | 
Butterscotch Sundae (FS) er Pineapple Slice 


(F)}—Full Diet (S)—Soft Diet (FS)}—Full and Soft Diet 


Amounts & No. of item, Amounts & No. of 


Lettuce Wedge—1000 Isiand Dressing or Stuff each Salad 


Spiced Cherry Gelatin Salad or Head iaineee- Roquefort Dressing 


| 


Noodle Bro 
| Baked Veal Cutlets (FS) er Roast Leg of Lamb 


Raspberry Supreme (F) or S 


Fruit Punch 


breakfast noon night 
Prune Juice ae 4 ruit Cup Potato Chowder 
or Orange Sections Beef Kidney Pie (F) or Broiled Beef Pattie (S) Yankee Pot Roast (FS) or Barbecue Shortribs 
Cornmeal Creamed Potatoes (FS) Browned Potatoes (FS) 
or Ready-to-Eat Buttered with Lemon or Glazed Carrots (FS) Cabbage Au Gratin or Harvard Beets (FS) 
Rice Cereal Pear, Marshmatiow, Orange Gelatin sone Health Salad or Grapefruit- 
nara (S) 


Roast int Sauce (FS)—Gravy or Liver and Bacon 


Mashed Potat 


Buttered F (FS) or Stewed Tomatoes 
Assorted Relishes 


Waldorf Salad or 


Glorified Rice (FS) or Baked “Apple 


Fruit Cu 


‘SplitPeaSoup 


Braised Beef (F) or Lamb Pattie (S) 
Buttered Noodles (FS) 
Buttered Broccoli (F) or Cubed Beets (S © 
Lettuce-Celery-Carrot Salad or Orange-Marshmaliow-Date Salad 
Tapioca Cream (FS) or Red Plum Sauce 


Swiss Steak (F) or Roast Veal-Gravy (S) 
Whipped Potatoes (FS) 
Buttered Celery (F) or Escalloped Tomatoes (S) 
Minted Pear Salad or Carrot Curls and Green Olives 
Brownies (F) er Lemon Sherbet (S) 


Gra 


Baked Potato (FS) 
Julienne Green ras (FS) er Succotash 


Orange-Coconut Salad er V 
Apple Pie (F) or Vanilla ice 


Brown Potatoes (FS) 
Creamed Carrots (S) or Buttered Mixed V 

Pineapple-Cottage Cheese Salad or Dil! and 
ake (FS) or Half Grapefruit 


Lemon Chiffon 


Tomato Juice 


rape Juice 
Baked Halibut FS) er Ham Loaf—Horseradish Sauce 


etable Aspic Salad 
ream (S) 


Prime Ribs of Beef au Jus (FS) or Baked Chicken 

Whipped Potatoes (FS) 

Buttered Wax Beans (FS) or ses ay Asparagus 
lad 


Molded Grapefruit Salad or Pickled 


Martha Washington Pie (FS) or Royal Anne Cherries 


Bread, butter and a choice of beverages are to be included with each meal. 


BEEF Leg (B.R.T.) U. S. Good 
U. S. Good 10 ibs. 30 | 
U. S. Good 30 Ibs. 90) FISH 
U. S. Good, 5 Ib. pkg. 30 Ibs. _ Halibut Steaks, 5 oz. each 

2 Ibs. 

Steer, sliced 5 ibs. 20 POULTRY 
25 30 Ib. Choice 90 Ibs. 90 | Fowl! (Eviscerated) Grade A, 5 Ib. av. 
U.S. Choice 30 Ibs. 90 | Fryers (Eviscerated) Grade A, 2% Ib. av. 
Sibs. 10 | Applies Jonathan, 113s 

4 02. each 15 Ibs. 60 
U. S. Good 30 Ibs. 150 

emons 

LAMB | Mint Bunches 
U. S. Good Sibs. 20 | Oranges 176s 
U. S. Choice, yearling 40 Ibs. 120 Pineapple, Fresh Box, 24s 

PORK | FRESH VEGETABLES 
24-26-1 Ib. 12 Ids. Cabbage Bag 
Grade A, 5 oz. each 30 ibs. 90 | ; 

| Cucumbers 

VEAL | Lettuce Head, 48s 

U. S. Good, 4 oz. each 20 ibs. 80 Onions, Dry Yellow, bag 


6 ibs. 18. 


30 Ibs. 90 


25 Ibs. 
10 ibs. 16 


box 
30 Ibs. 
1 crate 
1 doz. 
6 bunches | 
1 crate 
3 only 


Asparagus 


Onions, Green 
Parsley 


Peppers, Green 


Potatoes, White 
Radishes 
Squash, Acorn 
Tomatoes 


Apples, Sliced 
Grapefruit Juice 
Orange Juice 


Beans, Green 
Beans, Lima 


| Beans, Wax 
| Broccoli 


50 ibs. 
50 Ibs. 
1 crate 
1 doz. 
4 crates 
50 Ibs. 


Brussels Sprouts 
Peas 

Spinach 
Succotash 


Vegetables, Mixed 


Bunch 1 doz. 
Bunch 1 doz. 
Medium Size 1 doz. 
Bag No. | 300 ibs. 
Bunch 1 doz. 
30 Ibs. 

Repacked (5 x 6) 30 Ibs. 

FROZEN FRUITS 

8 Ib. can 5-1 sugar 24 Ibs. 
. Con., 32 oz. can 3 cans 
Con., 32 oz. can 3 cans 


FROZEN VEGETABLES 


Spears, 2% Ib. pkg. 32% Ibs. 195 
Julienne, 2% Ib. pkg. 30 Ibs. 180 
Small, green, 

2% Ib. pkg. 15 ibs. 90 
Cuts, 2% Ib. pkg. 15 ibs. 90 
Stems and buds 

2% Ib. pkg. 


15 tbs. 90 
2% Ib. pkg. 15 ibs. 90 
2% Ib. pkg. 17% ibs. 105 
Chopped, 2% ib. pkg. 2% Ibs. 15 
2% Ib. pkg. 2% Ibs. 15 
2% Ib. pkg. 15 ibs. 90 
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3rd WEEK NORTH-NORTHWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—-prepared by Angeline Mannick, director of nutrition, 
University of Minnesota Hospitals, Minneapolis 


Malt Meal Cereal 
or Protein 


Soft Cooked E 


Figs Bacon Delight 
Buttered Rice 

Buttered Peas se Carrots or Whole Green Beans (FS) 

Pineapple-Cottage Cheese Salad or Lettuce Wedge-French Dressing 

Cream Puff (F) or Lime Sherbet (S) 


Blueberry Muffins 


| ‘Grapefruit Juice 
or Sliced Banana 


Whole Wheat 


or Shredded Wheat 
Cereal 
French Toast- 


er Apricot 
Wheat Cereal 


or Puffed Rice Cereal 
Grilled Ham Slice 


Orange Juice 
or Grapefruit Half 


Tomato Juice 


Tomato Bouillon- Lemon Slice 

Ham Salad (F) er Beef Pot Roast (S) 

Potato Chips (F) or Parsley Buttered Potatoes (S) 
Buttered Wax Beans (FS) or Harvard Beets 


Cereal 


_ Stuffed Peach Salad or Sliced Tomato Salad 
-Syrup Strawberry Sundae (F) er Bartlett Pear Half in Syrup (S) 
Halves § Baked Pork Chops (F) or Chinese Omelet (S) 
| Baked Potato (FS) 
| « 


Succotash (F) or Escalioped Tomatoes (S) 
Tossed Salad or Fruit Sa 
-Whipped Cream (F) er Baked Custard (S) 


Date Torte— 


| fruit Punch 
Texas Hash (F) or a Rarebit on Toast (S)—Canadian Bacon 


Oatmeal Browned Potatoes (F 
or Ready-to-Eat Baked Squash (FS) or Buttered Cabbage 
Wheat Flake 


Cereal 
Poached Egg on Toast 


“Grapefruit Juice 
‘er Mixed Stewed 


Whole hot Salad or Celery and Corvet Sticks} 
Frosted Doughnut (F) or Lime Sherbet 


7 Chicken- Rice Soup 
Beef Noodle Casserole (S) or Cold Cuts —Potato Salad (F) 


Fruit Creamed Spinach (FS) or Buttered Whole Carrots 
Cornmeal Assorted Relishes or Pear in Lime Gelatin Saiad 
or aoe Wheat Lemon Snow Pudding with Custard Sauce (FS) or Applesauce 
erea 
Scrambled E 
Bacon Curls 


(F)—Full Diet 


(S}—Soft Diet (FS)—Full and Soft Diet 


breakfast | noon | night 
Blended Juice Vegetable Soup Apple Cranberr 
or Stewed Prunes Veal Cutlets with Tomato Sauce (F) Cubed Steak Pee ol Beet Pattie (S) 
Oatmeal or Cheese Souffle-Mushroom Sauce (S) Baked Potatoes (FS 
or Cornflakes Baked Potato (FS) Peas and Carrots (FS) er Browned Cabba 
Bacon Strips Buttered Julienne Carrots (FS) or Cauliflower Au Gratin Cinnamon Pear Salad or Cottage Cheese-Green Pepper 
Moided Cranberry Salad or Head Lettuce—Parisian Dressing Vanilia Blanc Mange with Whipped Cream and suena ioe (FS) 
Nutmeg Cake (F) or Sliced Peaches in Syrup (S) or Half Grapefruit 
Pear Juice Tomato Juice with Lemon Slice ~ Cream of Vegetable Sou 
or Applesauce : Baked Spaghetti and Cheese (S) Broiled Chicken (FS) er Braised Shortribs 
Farina er Beef Stew with Dumplings (F) Browned Potatoes (FS 
or Ready-to-Eat Parsley Buttered Potatoes Stewed Tomatoes er Baked Squash (FS) 
Rice Cereal | Spinach with Hard Cooked Egg or Buttered Beets (FS) Apple Gelatin Salad or Assorted Relishes 
Scrambled Eggs Tossed Salad or Devilled Egg Salad Bionde Brownies (F) or Red Plum Sauce (S) 
Chocolate Pudding — Whi Cream (FS) er Fresh Fruit Cup 
Orange Juice | Fruit Cup ‘Split Pea Soup 
or Kadota t (F) or Eggs a la Golden on Toast (S) Meat Loaf (F) or tnt Lamb-—Mint Jelly (S) 


i 


Bread, butter and a choice of beverages are to be included with each meal, 


Mashed Potatoes (FS 

Buttered Lima Beans (F) or Creamed Asparagus (S) 
Carrot-Raisin Salad er Tomato Aspic Salad 

Apple Crisp (FS) er Sliced 


Apple Juice 

Veal Birds (F) er Baked Chicken (S) 

Buttered Noodles (FS) 

French Cut Green ns or Buttered Frozen Peas (FS) 
cronies. Pimiento Salad or Spiced Pear Salad 

Cherry (F) er Baked Apple (S) 


Grape Jui 
Baked Haddock with Lemon Parsley Butter (S) 
or Roast Veal with Dressing (F) 
Parsley Buttered Potato (FS) 
Buttered Whole Kernel Corn or Julienne Carrots (FS) 
Cherry in Gelatin Salad or Tossed Salad 
Frozen Peach Shortcake (F) er Vanilla ice Cream (S) 


Oxtail Soup 
Lamb Pattie in Bacon Ring (S) er Barbecue Spareribs (F) 
Au Gratin Potatoes (FS) 
Buttered Broccoli (F) er Buttered Wax Beans (S) 
Waldorf Salad or Lettuce yale Dressing 
Delight Whipped Cream (F) 

andarin Oranges in Syrup (S) 


Hawaiian Punch 

Oven Fried Chicken (FS) er Baked Ham-Raisin Sauce 
Candied Sweet Potatoes (FS) 

Buttered Frozen Peas (FS) or Brussels Sprouts 
Tossed Salad or Stuffed Celery 

Angel Food Cake (FS) or Mint Sherbet 
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-— | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 

3 BEEF Leg (B.R.T.) U. S. Good 30 ibs. 90 Parsley Bunch 1 doz. 

©& Bologna All beef 5 ibs. Peppers, Green - Medium Size 1 doz. 

“| Butt, Buttom (B.R.T.) U. S. Good 10 ibs. 30 FISH Potatoes, White Bag No. 1 300 Ibs. 

Butt, Sirloin (B.R.T.) U.S. Good 20 Ibs. Hadduck Fillets, skinless Sibs. 20 | Radishes Bunch Y% doz. 

=—— | Ground Beef — U. S. Good, 5 Ib. pkg. 25 Ibs. Squash, Acorn 60 Ibs. 

S | Short Ribs U. S. Choice Sibs. 10. POULTRY Tomatoes Repacked (5 x 6) | 1 crate 

rS Steaks, Cubed U. S. Choice Fryers (Eviscerated) Grade A, 2 Ib. av. 80 Ibs. 80 

02. each 20 Ibs. 80 Fryers (Eviscerated) Grade A, 2% Ib. av. 65 Ibs. 100 FROZEN FRUITS 

Stew U. S. Good 25 Ibs. 125 Apples 8 Ib. can, 5-1 sugar _—16 Ibs. 

; LAMB FRESH FRUITS Cherries: : 8 Ib. can, 5-1 sugar 32 Ibs. 

Ground, Shoulder —_U. S. Good 10 ibs. 40 Apples Jonathan, 113s 1 box Grapetrutt Juice Con., 52 a2. con 3 cans 

S eg (BRT) U. S. Choice, yearling 6 Ibs. 18 | Bananas Ripe 30 Ibs. Orange Juice Con., 32 oz. can 3 cans 

5 | | Grapefruit Seediess, 70s 1 crate FROZEN VEGETABLES 

= | Bacon, Canadian 5 Ibs. | coma 176s peu Asparagus Cuts, 2% Ib. pkg. 5ibs. 30 

| Bacon (Sliced) 24-26-1 Ib. Beans, Green Whole, 2% Ib. pkg. 15 Ibs. 90 
| Butts, Smoked Beans, Green ‘Julienne, 2% Ib. pkg. 2% Ibs. 15 
| (Boneless) Lean 15 Ibs. | — Beans, Lima Small, green, 

E Chops, Loin Grade A, 40z.each 20 tbs. | Cabbage Bag 30 Wes. 2% Ib. pkg. 15 Ibs. 90 
| Ham (Pullman) Ready-to-eat 20 Ibs. Carrqts Topped, bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 17% Ibs. 105 
| Liver Sausage 10 Ibs. y Pascal, 30s 1 crate Broccoli Stems and buds 
| Spareribs Grade A, 3-1 Ib. 40 Ibs. 39 | Cucumbers 1 doz. | Ib. pkg. 1S Ibs. 90 
| Lettuce Head, 48s 3 crates Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 

: VEAL | | Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 40 Ibs. 240 

= Cutlets U. S. Good, 4 oz. each 40 Ibs. 160, | Gotem, Green Bunch 1 doz. Succotash 2% Ib. pkg. 15 tbs. 90 
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“The ‘Health’ of our Elevator System is vital... 


Hospital elevators must be on duty 24 hours a day to transport 
patients, personnel, supplies and equipment. Failure can be 
fatal. That's why progressive hospitals insist on Haughton 
Complete Maintenance to keep all vertical transportation units, 
regardiess of make, in top operating condition! 


With Haughton Complete Maintenance, the warning signs of 
accumulated wear cannot remain unnoticed. Highly skilled 
Haughton elevator technicians utilize today’s most modern 


Haughton mobilizes modern tools, techniques and skilled elevator 
technicians in a continuing program of preventive maintenance to 
diagnose and correct accumulated wear. Haughton Complete Main- 
tenance includes maintenance, replacement and repair of all major 
parts, including motors. 
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We guard it with HAUGHTON COMPLETE MAINTENANCE’’ 


Buffalo General Hospital, Buffalo, N. Y._ 


tools, instruments and techniques in a continuing program of 
preventive maintenance. They detect and correct faulty con- 
ditions before elevator breakdown occurs or safety is en- 


dangered. 


In placing full responsibility for elevator care with Haughton, 
you get the ‘“‘pius’’ values offered by an organization with over 
90 years of proven accomplishment... for a modest monthly 
cost you can easily budget. Unexpected repair and replace- 
ment costs are eliminated. And highly complex elevator mech- 
anisms do not create time-consuming problems for your own 
maintenance personnel. 


There's a skilled Haughton representative near you. Ask him 
for complete information. Or, write to us. 


GET A PROPOSAL FROM HAUGHTON... for maintenance of vertica/ 
transportation equipment. 


HAUGHTON 


ELEVATOR COMPANY 


DIVISION OF TOLEDO SCALE CORPORATION 


Executive Offices & Plant, Toledo 9, Onio 
Factory Branches to Serve You Coast-to-Coast 24 Hours a 
Day. Maintenance and Modernization — Design and installation. 
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cngincening and maintenance 


ACTS AND FIGURES cited in Part 
1 of this article to support the 

theses that hospitals are in general 
overheated and that insulation and 
double glazing pay for themselves 
many times over in lower operating 
costs for the whole life of the 
building have of necessity been 
gathered from individual hospital 
projects. Naturally, conditions un- 
der which these figures have been 
gathered have not been identical, 
even though they may have been 
closely comparable. What is needed 
is a formal research program ‘in- 
volving buildings whose charac- 
teristics are exactly the same that 
would yield exactly comparable 
figures on: 

1. The amount of plant required 
for various types of buildings; 

2. Types of heat distribution; 

3. Amount of radiation needed; 

4. Cost of fuel as affected by 
types of distribution and use of 
insulation and double glazing. 


RESEARCH NEED RECOGNIZED 


The importance of research is 
well recognized by those in build- 
ing and allied fields, as witnessed 
by the Building Research Insti- 
tute, the Building Research Advi- 
sory Board, the John B. Pierce 
Foundation, the program carried 
on by the American Society of 
Heating and Air Conditioning En- 
gineers and the various industrial 


associations. None of these appar-: 


ently has explored the possibilities 
of combining insulation and dou- 


ble glazing to reduce heating costs. 


Several significant studies are un- 
der way to find a sound balance 
between first cost and future 
maintenance. At Yale, for exam- 
_ ple, Dr. Albert Snoke, director of 
the Grace-New Haven Hospital 
and former president of the Amer- 
ican Hospital Association, is or- 
ganizing a broad program that 
will cover research in hospital de- 


Charles F. Neergaard, retired hospital 
consultant, was formerly associated with 
the firm of Neergaard, Agnew, Craig and 
Westermann, 
Ontario. 
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New York and Toronto, ~ 


Only scientific tests can 
point way to built-in heating 


(and cooling) economy 


by CHARLES F. NEERGAARD 


In the concluding section of this 
two-part article on hospital heating 
practices, the author points to the 
need for research under exactly con- 
trolled conditions into the _ relative 
merits of various heating and air con- 
ditioning systems and the effect on 
heating costs of highly efficient ther- 
mal barriers. 

In Part I, which appeared in the 
February | issue of this Journal, the 
author expressed criticism of wasteful 
heating and ventilating of hospitals, 
based on his experience as a consultant 
over a period of many years. He also 
showed how extra costs of insulation 
and double glazing are liquidated by 
the lower cost of the smaller heating 
plant required. 


sign, structure, engineering, or- 
ganization and administration. The 
Yale Department of Architecture 
will participate. 

The Ford Foundation has or- 
ganized the “Educational Facili- 
ties Laboratories” to explore ways 
to improve school and college 
buildings. Federal and state hous- 
ing authorities are seeking meth- 
ods to improve the housing struc- 
ture and better its economy. 
Individual architects, engineers 
and hospital consultants have com- 


municated their experiences in the 
use of insulation and better types 
of heating. 

The specific program I propose 
requires relatively little financial 
outlay, and the conclusions may 
save millions in the staggering ex- 
pansion program that the country 
faces in its schools, hospitals and 
housing. 

BUILDINGS MUST BE SIMILAR 


The three types of heating 
widely used in such buildings are . 
vapor vacuum, circulating hot 
water with radiators, and occa- 
sionally, radiant panel heating in 
the ceiling. Establishing any direct 
comparison among these tech- 
niques depends on finding similar 


_ buildings in which they are used. 


Most authorities will agree that 
insulation can reduce plant, radi- 
ation, and fuel costs, but it should 
be demonstrated conclusively that 
these savings are enough to jus- 
tify the extra original cost. 

It is proposed that a demonstra- 
tion be made in a group of six 
identical multistory housing units, 
three well insulated with wall and 
roof insulation and double glazing, 
the other three following the cur- 
rent uneconomical practices. In 


GIANT IN THE 
BASEMENT 
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Honeywell Pneumatic Round, 
world’s most popular thermbstat. 


Nurses aren't trained to control room temperatures 
Honeywell bedside thermostats are. 


Honeywell bedside thermostats 


free busy nurses from chambermaid chores. 


Today, when 64% of hospital expenditures are for payroll, 
one important answer to cost reduction lies in increasing 
self-service by the patient. And Honeywell Bedside Tem- 
perature Control allows patients to adjust room tempera- 
tures to suit themselves, frees nurses from opening and 
closing windows, filling hot water bottles, carrying blankets 
and adjusting heating and cooling equipment. | 
In addition, Honeywell Bedside Temperature Control 
helps speed patients’ recovery because it provides individ- 
ually-controlled comfort and in special cases, doctors can 


prescribe room temperatures ideal for each patient. 

Specify Honeywell Pneumatic Bedside Temperatufe Con- 
trol for your new hospital or addition. Honeywell Electric 
Bedside Temperature controls can be added to existing 
rooms without redecorating or tearing out walls. The outer 
ring of the famous Honeywell Round Thermostat snaps 
off for easy decorating, too. 

For more information, call your local Honeywell office or 
write Minneapolis-Honeywell Regulator Co., Department 
HO-2-07, Minneapolis 8, Minnesota. 


Honeywell 


FEBRUARY 16, 1959, VOL. 33 


Fiat 


83 


ail 
4 
4 
wai 


TYCHO HAD KARAT 
BUILT-IN-FILTER! 


Tycho Brahe, 16th century astronomer, during a rapier rhubarb 
with a buddy, had his nose snickersneed off handily. Being a 
resourceful Dane, he then had constructed a very wonder of a 
golden nose. 

This is the stand-out of all custom-made filter installations. 


While DUST-magnets are not quite so unique or hardly as 
glamorous, we do submit they are most efficient. DUST-magnet 
furnace and air conditioner filters do the job and do it well! 
They're regular gluttons for dust,snagging, particles as small 
as 4/10ths of a micron in size. And because they work on an 
electrostatic principle, dust ‘trees out’’ from the surface rather 
than clogging fabric pores. DUST-magnets require no sticky 
oil coatings, wash clean in a jiffy for immediate installation 
in the unit. Install permanent DUST-magnet 
filters and thumb your nose (14K or regu- 
lar human type) at replacement problems 


and costs. 


i> Tsmagnet 


cleaner, fresher, purer air for less money 


a product of Stoddard Industries 


1545 Kingsbury Street, Chicago 22, Ill. 


each of the two groups will be a 
house heated by vapor vacuum, a 
second by circulating hot water, 
a third by radiant heating with 
prefabricated coils in the ceiling. 
Each mechanical plant should be 
designed by a competent engineer, 
an advocate of that system, with 
a view to making each building 
an optimum demonstration of the 
type. | 
A study panel would be organ- 
ized of representatives of archi- 
tects, engineers, and the building 
trades to supervise these tests. 
The extra cost of such a demon- 
stration would be largely the prep- 
aration of alternate wall details 
and the six different sets of heat- 
ing plans. This cost would be in- 
significant compared to the value 
of the comparison that would show 
once and for all what complete 
insulation should cost and what it 


is worth. The cost of the different | 


heating installations. would be 
known at the start and. various 
operating and maintenance costs 
would emerge in the first year. 
My experience in comparing 
these three systems is in favor of 


circulating hot water heat, prop- 


erly zoned with temperatures cen- 
trally controlled. Vacuum vapor, 
which ‘is good when it works, may 
lose its modulated temperatures 
after a couple of years and func- 
tion similarly to steam unless the 
traps, valves, and vacuum pumps 
are kept constantly in proper ad- 
justment. 

Panel heating with hot water 
circulating through ceiling coils is 
unquestionably the best of modern 
systems. It gives greater comfort 
and costs less to operate than hot 
water through radiators. But en- 
gineers raise the same objection 
to it as they do to insulation: “it 
costs too much’. A more relevant 
objection to radiant panel heating 
is that in climates of violently 
fluctuating temperatures the time 
lag will cause unbalanced heat 
supply. This is answered simply: 
insulation minimizes the time lag. 
A rapid drop in outside tempera- 
ture will not make itself felt in- 
side until the heating system has 
had time to respond. 


TWO GOOD EXAMPLES 


We have two successful panel 
heated, insulated and  double- 
glazed hospitals as evidence against 
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the “costs too much” objection. 
For the first, the engineer pre- 
pared two complete sets of plans, 
one for hot water radiators, the 
other for panel heating, with pre- 
fabricated steel coils in the bot- 
tom of a thin floor slab insulated 
against sound transmission. Insu- 
lation made it possible to omit the 
coils customarily installed under 
the windows. The heating con- 
tractor bid 10 per cent less on the 
panel heating system. 

When in London in 1929 I dis- 
covered the advantages of their 
“panel warming” while collabo- 
rating on a large medical center. 
For six raw, cold winter weeks I 
worked in a panel-heated office 
where the air temperature aver- 
aged 60°F. I was more comfortable 
there than in my 72° hotel room. 
On exploring English practice in 
panel heat, I found that the Lon- 
don County Council had built two 


identical subpostoffice buildings, 
one with hot water radiators, the 
other with panel warming. The 
latter used 40 per cent less fuel, 
the records showed. 

A report of the London Central 
Bureau of Hospital Information is 
based on the experience of 42 
panel-heated hospitals, covering 
15-20 years, with an aggregate of 
232 heating seasons. There were 
no leaks and no repairs required 
for any imbedded panels. Cracks 
and discolorations of ceilings were 
negligible. Less cleaning and less 
frequent decoration were required. 
Control valves in each room were 
rarely used, since boiler room con- 
trol of the circulated water tem- 
perature was sufficient. Warmth 
was evenly distributed and com- 
fortable temperatures easily main- 
tained. 

Director of the panel-heated 
Civic Hospital of Basel, Switzer- 


land, reported that to maintain a 
room temperature of 72°-75°F. in 
its radiator-heated wards, an inlet 
water temperature of 158°-194° 
was required, while in a new 
panel-heated pavilion the maxi- 
mum inlet temperature was only 
93°F. This is a convincing demon- 
stration of the lower Btu require- 
ments for panel heating. In sum- 
mer they have cooled the building 
with the ceiling system, maintain- 
ing 79° inside when outside tem- 
perature was 95°. 


Broad possibilities of simple 
year-round air conditioning with 
panel heating and cooling emerge 
from this experience. With insula- 
tion, the time lag of response is 
less significant, and condensation 
problems are minimized. A care- 
fully controlled research program 

(Continued on page 118) 
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Mattress storage rack saves time, tugging 


A storage rack that holds extra mattresses on wooden rollers saves 
time and backaches for maintenance personnel at Oceana Hospital, Hart, 
Mich. The rack makes it possible for one person to remove or replace 
mattresses quickly with a fraction of the effort called for in handling 


stacked mattresses. 

The rack, designed by Lyman 
McLouth, hospital engineer, re- 
ceived an award in last year’s 
Michigan Hospital Achievement 
Contest, sponsored by the Michi- 
gan Hospital Association. 

The wooden rollers are the key 
to the rack’s usefulness. Placed so 
that they form rolling platforms 
with 12 inches of space between, 
they allow air to circulate freely 
on all sides of the mattresses and 
vield any mattress in the group at 
a slight tug on one end. Formerly, 
selecting any mattress but the top 
one required a good deal of extra 
work. The rack also eliminates ro- 
tating mattresses in a stack to 
prevent the bottom ones from be- 
coming flattened. 

The 32-bed Oceana Hospital 
finds a seven-tiered rack sufficient 
for its needs, but the rack could 
be built to any height considered 
convenient or additional racks 
could be provided to suit specific 
needs. | 

While time saved in handling 
extra mattresses is important in 
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ordinary hospital routine, this ad- 
vantage is heightened in time of 
emergency when _ several mat- 
tresses are needed quickly to pro- 


vide corridor beds for an influx. 


of injured. The fact that only one 
person is needed to remove the 
mattresses from storage means 
that other personnel can attend to 


other duties related to the emer- 


gency. 

Cost of the seven-tiered rack, 
including the estimated cost of 
labor, was approximately $35. Ma- 


— 


terials required are obtainable 
from most lumber yards and hard- 
ware dealers. Materials list for the 
rack is as follows: 


Item No. Required 
2”x4” boards, 6’ 6” long 
2”x2” boards, 6° 6” long 14 
2”x4” boards, 3’ 6” long 2 
2”x2” boards, 3’ 6” long 6 
V4 "x3" bolts 54 
2”x36” wooden rollers 42 
apple grader ferrules 84 
20-penny spikes 84 
washers 42 
staples 168 


Apple grader ferrules are in- 
serted in each end of the wooden 
rollers. If apple grader ferrules 
are not obtainable, caster ferrules 
can be substituted. These can be 
purchased from a furniture or 
hardware store. bad 


- 

2 


ROLLERS which form platforms on which mattresses are stored are the key to the efficiency of 
this prize-winning storage rack. The diagram at left gives construction details of one of the 
platforms. How a mattress can be stored or removed with one hand is shown in the photo. 
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CSeRMsS ARE HITCHHIKERS- 
DEADLY ONES! 


Stop giving germs a free ride on your hands. If 
you’re in the office, O.R. suite, kitchen or anywhere 
in a hospital, your hands, all hands, should be kept 
as nearly germ-free as possible . . . for that’s the 
most practical way to cut down cross infection. 

The vital need for good asepsis in wards, kitchens 
and supply areas, as well as in the newborn nursery 
and O.R. suite, is being recognized. Now, with 
Germa-Medica Liquid Surgical Soap with Hexa- 
chlorophene, you have the practical solution to the 
problem. Daily washings reduce bacterial flora, in 
the areas cleansed, well below safe levels . . . and 
keep it there! Germa-Medica produces a bacterio- 
static condition which lasts many hours. 

Germa-Medica has a rich, creamy lather that is 


EVERYONE IN THE HOSPITAL NEEDS 


GERMA-MEDICA, 


LIQUID SURGICAL SOAP WITH HEXACHLOROPHENE 


HUNTINGTON 


HUNTINGTON, INDIANA 


Philadelphia 35, Pennsylvania 


kind to the skin . . . will not irritate or sensitize. 
Equally effective when used with hard or soft water. 
May be diluted with four parts water and still re- 
tains effective, tested bacteriostatic action. So it is 
a cleanliness program your budget can stand, a pro- 
gram your hospital shouldn’t be without. 

Write today for a free sample of Germa-Medica 
with Hexachlorophene. Test for yourself its remark- 
able bacteriostatic action. Ask for our Research 
Bulletin, “Tests on the Preservative in and the 
Mildness of Germa-Medica Liquid Surgical Soap 
with Hexachlorophene,”’ and for the name of your 
Huntington representative . . . the Man Behind the 
Drum. He is well qualified to help work out a total 
aseptic program for use throughout your hospital. 


LABORATORIES 


Toronto 2, Ontario 
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American Hospital Association 


PURCHASING GUIDE 


This purchasing guide and the one on page 
89 are part of a group of such guides devel- 
oped or brought up to date during the last 
year by and for members of the American 
Hospital Association Personal Membership 
Department for Hospital Purchasing Agents. 
The guides were presented for comment and 
criticism of Department members in the Hos- 
pital Purchasing Agents’ Newsletter and are 
being printed in final form in this Journal in 
order to make them more widely available 
in the hospital purchasing field. Pages on 
which the guides appear are perforated so 
that they can be easily removed and filed 
for future reference. 


ITEM: TABLEWARE, PLASTIC 


FED. CLASS NO. 7350, Tableware 


FED. GROUP NO. 73, Food Preparation and 
Serving Equipment 


KEY POINTS: 


1. Tableware should be known as heavy-duty. 


alpha-cellulose-filled melamine tableware. 


2. Tableware should meet or exceed the re- 
quirements of references below. 


3. Sizes should be standard as developed for the 


hospital field and listed in reference No. 2. 


4. Finish should be a high luster produced by 
molding and not by surface polishing or 
coatings. Finish should be consistent on all 
surfaces. Dull patches indicate poor work- 
manship or inspection. 


5. Color should complement the appearance of 
food rather than the decor of the hospital. 
Solid, dark colors tend to show water spots, 
wear and stains. Mottled or patterned de- 
signs minimize this. Colors should harmo- 
nize if more than one color is used. 


6. Tableware should stack neatly and securely, 
be easy to pick up from stacks and not stick 
together when wet. 


7. Cups and saucers should fit well together. 


8. Cup bases should be notched or designed to 
prevent saucers from sticking to them when 
lifted. | 
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9. Cup handles should balance cup when full 


and be attached below cup rim to prevent | 


beverage from running down handle. 


10. One size plate may be used for salads, bread 
and butter, and dessert. 


11. One size bowl may be used for soup, cereal 
or grapefruit. 


12. Narrow rims increase capacity of the dish. 


13. Plastic covers should have a hole to prevent @ 
the formation of pressure or vacuum in the @ 


container. 


TESTS: 


Reference No. 2 (below) lists several require- 
ments for plastic tableware and describes a num- 
ber of tests that can be made without costly 
equipment. 


REMARKS: 


1. Purchase orders should contain the follow- Hi 
ing notation: “The tableware listed on this | 
_purchase order shall meet or exceed the re- Hm 
quirements of Commercial Standards CS § 


173-50.” 


2. Tableware meeting the requirements of CS " | 
173-50 may bear a hallmark indicating this. Bm 


3. Cleaning agents recommended by the man- 


ufacturer should be used to reduce staining 
and damage. 


REFERENCES: 


1. U.S. Department of Commerce Commercial 
Standard CS 173-50, Heavy-Duty Alpha- 
Cellulose-Filled Melamine Tableware. U.S. 
Government Printing Office, Washington 
25, D.C. 5 cents. 


2. U.S. Department of Commerce Simplified 
Practice Recommendation SPR 249-52. U.S. 
Government Printing Office. 5 cents. 


3. Federal Specification L-T-48, Tableware, 
plastic. U.S. Government Printing Office. 
cents. 
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WHY IS 
HP’ACTHAR' GEL 
SUCH A 

WIDELY USED 
ACTH ? 


Experience—-Most extensive clinical 
and experimental background; 
longest history of use in practice. 


safety—A record of over seven 
years of continuous treatment in a 
. group of patients; without 
serious side effects. 


 Efficacy—Rapid onset of action— 
| effects sustained up to 72 hours. 


Quality—Unsurpassed standardiza- 
tion and purity. 


| Convenience—As easily injected as 
dinsulin—fluid at room temperature. 


Selected Conditions for Short-term and Office Therapy 


Asthma——Bursitis, Tenosynovitis— 
Dermatitis (contact, drug, etc.)—Eye 
Diseases (acute, inflammatory)—Gout—— 
Hyperemesis Gravidarum—Penicillin 
Reactions, Serum Sickness, Urticaria. 


*Highly Purified 


ARMOUR 


HP® ACTHAR Gel is the Armour | 
Pharmaceutical Company brand of purified 
repository corticotropin—(ACTH) 


Supplied: 5 cc. vials of 2, 40, 80 U.S.P. 
Units per cc. Also in a disposable syringe 
. form, in a potency of 40 U.S.P. Units per cc. 


ARMOUR PHARMACEUTICAL | EOMPANY. * KANKAKEE, HLINOIS 
a leader in biochemical research 


YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement IN non-absorb- 
able sutures is incorporated in these 
SUTURES... manufactured din Gudebrod 


for eighty-nine years. 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, ‘‘How You Can Save 
up to 50% of Your Suture Cost.” 


Gudebrod Bros. 


SILK CO., INC. 


Executive Offices: 
12 South 12th St., 
Philadelphia 7, Pa. 


LOS ANGELES 


Surgical Division: 
225 West 34th St., 
New York 1, N.Y. 


CHICAGO BOSTON 


*1088'%4 
CHEST OF 
DRAWERS 
(with Mirror) 


Built and priced to cost less per year served. Features 
full dust-proof construction. Its grained plastic top 
resists scratching, burning or staining. Has four 
drawers, dovetail design, with center drawer guides 
and concealed pulls. Dimensions: 32” wide x 18%” 

deep x 36)” high. When 


ish can supplied. 
EICHENLAUBS 
3501) SUTLER ST., PITTSBURGH 1, 1, PA. 
SEND FOR BULLETIN 1054 
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ITEM: GLOVES, RUBBER; SURGEONS’ 
FED. CLASS NO. 6515, Medical and Surgical 
Instruments, Equipment and Supplies 


FED. GROUP NO. 65, Medical, Dental and — 
Veterinary Equipment and Supplies 


KEY POINTS: 


1. Available in two grades known as A and B. 


2. Grade A has minimum weight, maximum 
strength and best aging. It is intended for 
use where these qualities are required, such 
as operating rooms. 


3. Grade B is available in two weights—medium 
and heavy. A good quality Grade B medium 
weight glove is satisfactory for most hospi- 

tal uses. 


4. Gloves should be made of new rubber only. 


5. Ingrained particles, blisters, thin spots and 
rough surfaces are an indication of substand- 
ard gloves. 


6. Gloves should have a rolled edge or band at 
wrist. 


7. Size and trademark markings should be eas- 


ily readable and permanent. 


8. Gloves should have the following character- 
_ istics of size, grade and weight: 


TIP OF MIDDLE | OF PALM AT A Saabs 
FINGER TO END | POINT BETWEEN | GRADE ; 
OF GAUNTLET | BASE OF INDEX A 
SIZE (MINIMUM) [FINGER & THUMB; Med. | HEAVY 
INCHES | INCHES OUNCES |OUNCES |OUNCES 
6 10 6 7% | 8% |11% 
6% 10 642 | 93%4 |12% 
7 10 7 i) 10% |13% 
10% 934 | 11% | 14% 
8 10% 8  |10% 113 16 
812 10% 81 11% | 13% | 16% 
9. 10% 12% | 14% |17% 
91% 10% 9% 13 15% | 18% 
10 10% 10 13% | 16% |19% 
10% 11 15% |20 


9. Minimum thickness on all grades and weights 
should be 0.0080 inches. Grade A maximum 
thickness, finger tip 0.015 inches, finger and 
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TESTS: 2 
1. Permanency of markings—Boil in water for _ a] 
ten minutes. Note any fading of markings. Rim 
2. Thickness—Measurements should be made at ‘ ~¥ 
all finger tips and at least 10 random points Bim 
on the fingers and palm. ? > 
3. Tensile strength—Loss during sterilization inl 
(see reference below). x 
4. Accelerated aging—see reference below. . a 
REMARKS: 
1. A good grade glove can be patched satisfac- : 
torily for general hospital use. i. 
2. Hints in care and storage: Zz 
(a) Wash with an alkaline cleanser. 2 q 
(b) Do not boil in brass or copper con- § 
tainers. 
(c) Avoid oils and greases. ae 
(d) Store in cool dark areas away from @ 4 
fluorescent lights, electrical motors, Ram 
etc. ¥ 
3. Poor sterilization procedures are the most im 
common cause of loss of tensile strength and 
elasticity. 
REFERENCES: 
1. Federal Specification, Gloves, rubber; sur- 


palm, 0.0121 inches; Grade B, medium weight, Bim 
maximum thickness, finger tip 0.0180 inches, Bae 
finger and palm, 0.0135 inches. 


geons’ ZZ-G-421a(5) U.S. Government Print- 
ing Office, Washington 25, D.C. 5 cents. 
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and supply review 


Surgical dressing 

package (3D-1) 

Manufacturer's description: This simple 
package delivers sponges which re- 
main sterile even during their re- 
moval. The pack opens without 
cutting or tearing—in one simple 
motion. The dressing can’t touch 
torn, unsterile edges. The dressing 


extremely useful in entrances and 
lobbies. Ace Rubber Products, Inc., 
Dept. H3, Akron, Ohio. . 


Antibacterial sensitivity 
test (3D-3) 
Manufacturer's description: Economical 


test for antibacterial sensitivity 


is easily removed and applied to 
the wound without any possibility 
of making contaminating contact. 
Bauer & Black, Dept. H3, Division 
of the Kendall Co., 309 W. Jack- 
son Blvd., Chicago 6, 


Floor matting (3D-2) 
Manufacturer's description: The design 


i" of this floor matting makes it easy 
| to sweep, mop or scrub. The white 
rubber and deep rib design gives 

sure, quiet footing while protect- 

ing floors. The matting emphasizes 

a spotless, trim appearance and is 


provides the physician, intern, or 

hospital bacteriologist with a dis- 

posable culture technique that en- 


> If you wish to have your name sent direct to the manufacturers of products 
| and distributors of literature described in this review, check the appropriate 
| items on this coupon, sign your name and address, clip and mail to the Edi- 
| torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, — 
Chicago 11, Illinois. 


PRODUCT NEWS 


_.Foot covering (3D-7) 
Ultraviolet microscope (3D-8) 
Modular kitchen (3D-9) 
__..Pre-sterilized Petri dishes (3D-10) 
_Instant mashed potatoes (3D-11) 
Glaucoma screening device (3D-12) 


_.... Surgical dressing package (3D-1) 
Fleer matting (3D-2) 
Antibacterial sensitivity test (3D-3) 

covering (30-4) 
_..Dispeosable obstetrical pack (3D-5) 
Maintenance carry-all (3D-6) 


PRODUCT LITERATURE 


materials (3DL-7) 
_..Hospital cost facts (3DL-8) 
_Electrolyte solution chart (3DL-9) 
__..Operating room equipment (3DL-10) 
liquid oxygen cylinder (3DL-11) 
_..Radiation monitoring (3DL-12) 


Cashier catalogue (3DL-1) 
Sound absorbing booth (3DL-2) 
_Panel control systems (3DL-3) 
Nutrition (3DL-4) 
_Oxygen analyzer (3DL-5) 
Painting hardboard (3D1L-6) 


ADDRESS_._ 
(Please type or print in pencil ) 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


ables him to test for in vitro bac- 
terial sensitivity, on the ward or 
in the patient’s room. Results are 
often apparent within 12 to 24 
hours. Each ring contains eight 
antibacterial agents: Penicillin: 
chloramphenicol; sulfadiazine, sul- 
famethazine, sulfamerazine; oxy- 
tetracycline; erythromycin; tetra- 
cycline; dihydrostreptomycin; 
clortetracycline. Media, Inc., 
Dept. H3, 89 Lincoln Park, Newark 


Wall covering (3D-4) 
Manufacturer's description: This plastic 


wall covering has unique acousti- 
cal and thermal properties in ad- 
dition to being inert to bacteria, 


mold and mildew-proof, and fire- 
resistant. Its smooth texture and 
the lack of dust-collecting inden- 
tations make it easy to\clean and 
keep clean. Curtiss-Wright Corp., 
Dept. H3, 10 Rockefeller Plaza, 
New York 20, N.Y. 


Disposable obstetrical 


pack (3D-5) 
Manvfacturer's description: Prepackaged, 


completely disposable obstetrical 
pack is designed to provide 
greater safety and convenience in 
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. and we use ident-A-Bond here. 
It's the original band, 
_ you know, and still the best.” 


Hollister® Ident-A-Band; the original, 


the positive all-patient, on-patient identification 


Ever since the American Hospital Association recommended 
all-patient, on-patient identification a surprising number of 
people have “discovered” the Hollister Ident-A-Band. Actually, 
we've been just down the corridor . . . in OB, Pediatrics and 
OR .. . for the past eight years. And during that time we 
have urged all-patient identification as a real need in hospitals. 

The im fact is not just that we were first . . . it's 
that Ident-A-Band has the seal that's swre. To be swre is the 
whole purpose of on-patient identification. And you need 


never have any doubts about Ident-A-Band. Even a child can 
seal it~ in seconds — but no one can remove an Ident-A-Band 
without destroying it. Then it can never be transferred to 
another patient. So if you want the positive protection that 
all-patient, on-patient identification is intended to provide, 
be sure you use Ident-A-Bands. In addition to its original 
positive seal, Ident-A-Band now offers two new finger-pressure 

for samples, prices and complete information. 


Hollister Franklin C. Hollister Company, 833 North Orleans St., Chicago 10, Mlinois 
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® 


the Clip-Seal Ident-A-Band... . 


combining the benefits of Ident-A-Band’s time-tested security, 
strength and comfort; with a new seal that is handsome and simple. 


Quick and Easy to Apply... 

Just fill out an insert card and slip it inside the band. Place the band around the 
patient's wrist in a loose, ortable fit and clip the ends together with a 
simple squeeze of the fingers. Ary 


Same Ident-A-Band Security and Comfort .. . | 


The Clip-Seal Ident-A-Band is soft and comfortable, yet so tough and durable 
that a patient may wear it for weeks or even months. 


Public Relations Value for Your Hospital . . . 


Like the original Ident-A-Band, each Clip-Seal Ident-A-Band has your hos- 
pital’s name printed right on the band, an important part of your public rela- 
tions effort. 


Write for samples, prices and complete information. 
And remember ... Only Hollister makes Ident-A-Band. 


| specialists in patient identification 


The Clip-Seal Ident-A-Band — Quick and 
easy to apply; strong, handsome and secure. 


The Pinger-Seal ldent-A-Band — It takes but 
a squeeze of the fingers to permanently seal. 


The original Ident-A-Band—Sealed on 


Marth Street, Chicago 10, 
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the hospital delivery room. The 
pack includes drapes, basins, 
sponges, packings, absorbent pads 
and other accessories required for 
a complete delivery. The drapes, 
cover and leggings are made of a 
nonwoven material combining soft 
cellulosic surfacing with a rein- 
forcing thread that has the 
strength of fabric and the advan- 
tage of disposability. Ruby Prod- 
ucts Co., Inc., Dept. H3, Milwau- 
kee, Wisc. 


Maintenance carry-all (3D-6) 
Manufacturer's description: Sturdy blue- 


fabric carrier with 10 pockets ac- 
commodates polishes, cleaners, 


cloths, brushes and other main- 
tenance tools. There is also space 
for a gallon container and trash 
when the frame is open for use. 
Four fasteners at the top of the 
carrier attach to the frame while 
two elastic tape loops slip over 
the casters on the legs of the 
frame. The carrier attaches in 
seconds and stays in place while 
in use or closed for storage. Wal- 
ton-March, Dept. H3, 1592- Deer- 
field Rd., Highland Park, Ill. 


Foot-covering (3D-7) 
Manufacturer's description: Foot covering 


to be worn over street shoes is 
designed to eliminate one of the 
last remaining sources of cross- 
infection. Paper uppers are sewed 
to certified conductive soles (a tab 
from the sole runs inside the regu- 
lar shoe under the foot). For use 
by surgeons, anesthetists and 
nurses in operating rooms and by 


FEBRUARY 16, 1959, VOL. 33 


physicians and nurses visiting 
nurseries. These foot coverings 
have 13-in. high uppers with ties, 
and are available in three foot- 
sizes. They are sturdily made for 
autoclaving and re-use after use 


in noninfectious situations. A. G. 
Verdolyack, Inc..* Dept. H3, 108 
Robert Lane, Kalamazoo, Mich. 


Ultraviolet microscope (3D-8) 

Manufacturer's description: Ultraviolet 
microscope permits visual focusing 
by use of a new “ultrascope tube.” 
Photomicrographer can _ visually 
focus the image using ultraviolet 
light. He no longer has to use a 
substitute visual wavelength to 
estimate his ultraviolet focus. The 
ultrascope tube is an electronic 
component capable of receiving an 
ultraviolet image at one end and 


converting it to a visible image, to 
be viewed under magnification, at 
the opposite end. Bausch & Lomb 
Optical Co., Dept. H3, Rochester 2, 
N.Y. 


Modular kitchen (3D-9) 
Manufacturer's description: This pedestal- 


type modular kitchen, only 128 
inches long, is designed to provide 
maximum ease in maintaining top 
sanitation conditions in a modern 
food-service facility. Each unit is 
planned to function at the working 
level. Ovens have picture windows 
and interior lighting to permit 
viewing while baking without 


door-opening. Deep-fat fryer as- 
sembly in the new line is the same 
as the firm’s standard deep-fat 
frying machine. Hotpoint, Com- 
mercial Equipment Dept., Dept. 
H3., 6201 W. Roosevelt Road, Ber- 
wyn, Ill, 

Presterilized Petri dishes (3D-10) 
Manvfacturer's description: These are 


standard Petri dishes with covers, 
made of clear polystyrene plastic. 
The covers have etched rectangles 
for marking. The dishes, packed 
20 in a sterile plastic bag and 500 
to a case, are completely dispos- 
able. In addition to standard round 


dishes, square, radial grid, square 
grid, bi-plate and tri-plate models 
are available. Fisher Scientific Co., 
Dept. H2, 350 Fisher Bldg., Pitts- 
burgh 19, Pa. 


Instant mashed potatoes (3D-11) 
Manvfacturer’s description: These potato 


flakes are said to have all the 
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goodness of fresh potatoes without 
the work of washing, peeling, boil- 
ing, or mashing. Mashed potatoes 
are prepared by adding boiling 
water, salt, and milk to the potato 
flakes. Red River Valley Potato 


Flake Co., Dept. H3, Box 6021, 


Minneapolis 10, Minn. 


Glaucoma screening device 
(3D-12) 

Manufacturer's description: A simple, 
three-minute test for glaucoma is 
made possible by this new device 


called a “multiple pattern visual 
field screener.”’ The patient sits in 
a semidarkened room and faces 
the visual field screen. One eye is 
covered and the patient keeps the 
uncovered eye fixed on a black 


dot in the center of a white screen. 
A quarter-second flash of ultra- 
violet light makes visible a pattern 


of dots and crosses on the screen. 


The patient is expected to see the 
pattern in that quarter of a sec- 


ond during which the ultraviolet 
light is on. If he doesn’t, a com- 
plete examination is ordered. 
Burton Manufacturing Co., Dept. 
H3, 2520 Colorado Ave., Santa 
Monica, Calif. 


SEE COUPON, PAGE 90 


Cashier catalogue (3DL-1)—Thirty4 
six page booklet illustrates a va- 
riety of material necessary to the 
efficient handling of coin and cur- 
rency and bookkeeping devices 
specialized to cashier needs. Fea- 
tured is a new “color-keyed” line 
of aluminum-wrapped coin trays. 
Block and Co., Inc., Dept. HL3, 350 
W. Ontario St., Chicago 10, Il. 


Sound absorbing booth (3DL-2)— 
Bulletin describes a sound proof- 
ing unit for a telephone or inter- 
com system. Korfund Co., Inc., 
Dept. HL3, 48-15 Thirty-second 
Place, Long Island City, N.Y. 


Panel control systems (3DL-3)— 
Folder on prewired and pretested 


panel control systems for auto- 
matic oil, gas or dual-fuel burners 
with dimension illustrations, ex- 
planations of special advantages, 
and selection chart. Iron Fireman 
Manufacturing Co., Dept. HL3, 
Cleveland 11, Ohio. 


Nutrition (3DL-4)—Packet of ma- 
terial on how nutrition affects 
health, appearance and personality 
of children 11 to 16 years. Recipes 
for beverages and other refresh- 
ment are also included. Sunkist 
Growers, Dept. HL3, Los Angeles, 
54, Calif. 


Oxygen analyzer (3DL-5)—Bulletin 
749 tells how a portable oxygen 


YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement IIN non-absorb- 
able sutures is incorporated in these 
SUTURES ... manufactured by Gudebrod 


for eighty-nine years. 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, ‘‘How You Can Save 
up to 50% of Your Suture Cost.” 


Gudebrod BROS. 


SILK CO., INC. 


Executive Offices: 
12 South 12th St., 
Philadelphia 7, Pa. 


LOS ANGELES 


Surgical Division: 
225 West 34th St., 
New York 1, N.Y. 


CHICAGO BOSTON 
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Diagnosis: Chronic Underfinancing 
Prescription: Experienced, professional 


fund-raising counsel. 


JOHN F. RICH COMPANY 


“15 3 PENN CENTER PHILADELPHIA 2, PA. 


Or 
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analyzer safeguards the lives of 
incubator infants and other pa- 
tients receiving oxygen therapy. 
Explains operation and lists speci- 
fications and ordering information. 
Beckman Scientific and Process In- 
struments Division, Dept. HL3, 
2500 Fullerton Rd., Fullerton, 
Calif. 


Painting hardboard (3DL-6)— 
Booklet tells how to paint inter- 
ior or exterior hardboard so that 
the surface will have an attractive, 
uniform finish without areas of 
uneven absorption or uneven gloss. 
Public Information Section, Na- 
tional Paint, Varnish & Lacquer 


Association, Dept. HL3, 1500 Rhode | 


Island Ave., N.W., Washington 5, 


Acoustical materials (3DL-7)—New 
catalogue describes in detail a line 
of acoustical products. Character- 
istics, including flame resistance, 
light reflectance and a table of 
sound absorption coefficients, are 
given for each material. Instal- 
lation instructions are illustrated. 
Acoustical Products Div., Dept. 
HL3, Baldwin-Hill Co., 500 Breu- 
nig Ave., Trenton 2, N.J. 


Hospital cost facts (3DL-8)—Three 
important facts about hospital 
costs are emphasized in a new pub- 
lic relations folder titled, “What 


Do You See In The Hospital?” The 


illustrated folder stresses that (1) 
over two-thirds of hospital in- 
come is spent for payroll; (2) a 
‘variety of trained, skilled people 
are needed to provide good care; 
and, (3) an average of two full- 
time employees are required to 
care for each patient in the hos- 
pital. C. J. Foley, Dept. HL3, P. O. 
Box 67, Wayne, Ill. 


Electrolyte solution chart (3DL-9)— 
Chart contains reference table, 
listing names of the solutions, their 
milequivalent values, major thera- 
peutic values, popular uses and 
the institution or doctor credited 
with originating the approximate 
electrolyte values used. American 


Sterilizer Co., Dept. HL3, Erie, Pa. 


Operating room equipment (3DL- 
10)—Catalogue of traditional 
equipment and a number of new 
items. New items include a new 
Mayo stand, which incorporates an 
extra-large-size tray, and a built- 
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in cabinet which combines an in- 
strument and storage cabinet and 
an x-ray viewing: box. S. Blick- 
man, Inc., Dept. HL3, 8400 Greg- 
ory Ave., Weehawken, N.J. 


Liquid oxygen cylinder (3DL-11)— 
A folder explaining how a liquid 
oxygen cylinder saves more than 
60 per cent of floor space over the 
gaseous oxygen cylinders. In hos- 
pitals where space is at a premium 
the liquid oxygen cylinders pro- 
vide a maximum oxygen supply in 
a small area and can be installed 


either inside or outside. Ohio 
Chemical, Dept. HL3, 1400 E. 
Wash. Ave., Madison 10, Wis. 


Radiation monitoring (3DL-12)— 
Twenty-page booklet gives infor- 
mation on the four types of Kodak 
film used for radiation monitoring 
and includes more data on Cali- 
bration and processing consider- 
ations than has been available in 
the past. Special Sensitized Pro- 
ducts Sales Division, Dept. HL3, 
Eastman Kodak Co., Rochester, 
N.Y. 


For easier 
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handlin 


UNIVERSAL HOSPITAL BED 


The frequent changing of posture available with the 


Problem Cases 


CircOlectric such as inclination, turning, standing and 


earlier ambulation, lessen the incidence of thrombo- 
phlebitis, urinary calculi, hypostatic pneumonia and 


decubital ulcers. 


Eliminates seventy-five percent of post-operative 
catheterization. Sheets are easily changed in semi- 
standing position, normal urination-is usually possible. 

The bed has been a godsend in the greatest of nurs- 
ing and rehabilitation problems: spine injury with 
paralysis (paraplegics); yet it is very comfortable for 


any hospital patient. 


All types of traction 
Spinal lesions & fusions 
Geriatrics 

Para and Quadraplegics 
Cardiac deficiency 


Respiratory disorders 
Extensive burns 


The adaptability of the CircOlectric Bed eliminates 


the need for many special beds which require storage 
when not in use. It replaces the patient transfer device, 
bed. Stryker Turning Frame, or- 


dinary hospital bed, tilt tables and other equipment. 


conventional fracture 


$695.00 complete. 


420 ALCOTT STREET + KALAMAZOO, MICHIGAN 
Exclesive Agent for Export: Schweler & Co, 75 Cif 


OErPT. H-2 
Distriboted in by: Fisher & Burpe, Ltd., Winnipeg 


Genito urinary 
Metastatic bone lesions 
Arthritis 

Decubital ulcers 
Circulation problems 
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Recently we wrote to approximately 1100 doc- 
tors. We enclosed a letter, questionnaire and an 
offer of a sample pair of Supp-hose. Of the 350 
doctors responding, 335 of them indicated they 
were recommending Supp-hose to their patients. 
This is just one phase of the growing popularity 
of Supp-hose. From every part of the country 
comes news of more and more women who find 
that Supp-hose gives them the fashionable 
look they want...and at the same time eases 
tired legs! 


MANY WOMEN COMPLAIN ABOUT TIRED LEGS 


As you know, expectant mothers, housewives, 
and working women all complain about discom- 


IN “RECENT AIRE: 


REPORTING 
DOCTORS 

THEIR 


‘fort of the extremities. Where heavy surgical 


stockings are not prescribed, Supp-hose is excel- 
lent for gentle support all day long. And remem- 
ber: Supp-hose contains no rubber. Every stitch 
is fine nylon with a special twist that provides 
an elastic quality. 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give many times the wear of ordinary 
nylons, Supp-hose is available in proportioned 
sizes in beige, natural and white. § 495 
At drug and department stores. PAIR 


-hose 


first sheer all-nylon stocking that eases tired legs 


p& Kayser-Roth Hosiery Company, Inc., 200 Madison Ave., New York 16, N. ¥ + U.S. Pat. #2,841,971 
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Saga of a hospital 


Two Mites Nortu. Adele Murphy. 
Decatur, Ill., Women’s Auxiliary 
of Decatur and Macon County Hos- 
pital, 1958. 283 pp. $2.75. 

No greater drama takes place 
in any city than in its hospitals. 
Very often, the story of the found- 
ing and growth of a hospital is 
more inspiring and appealing than 
the story of any other institution 
in the community. There are, how- 
ever, very few interesting books 
telling the story of a hospital. 

Two Miles North is a notable ex- 
ception. It is a historical novel 
based on actual people and inci- 
dents at Decatur and Macon 
County Hospital, Decatur, Ill. The 
history is presented primarily as 
seen through the eyes of the hos- 
pital’s founder and an employee 
who has been with the hospital 
36 years. 

The book covers incidents from 
the building and growth of the 
hospital to the present time. An 


imagined visit by its founders 


forms an epilogue in which their 
dreams of the hospital’s future are 
dwarfed by the realities of pres- 
ent-day size, operation and equip- 
ment. 

More than just a history, it is 
a story of the growth of a whole 
community, told in terms of the 
need of the community and of the 
colorful personalities who realized 
that need. In a unique way, the 
book presents a concept common 
to all hospitals—that through all 
the changes brought by the years, 
one concept must remain unchang- 
ing—to give the best care to pa- 
tients entrusted to a hospital’s 
charge. For this reason, Two Miles 
North should be of interest to peo- 
ple connected with hospitals every- 
_ where as well as to the layman.— 
VIRGINIA R. MICKEL, Decatur and 
Macon County Hospital, Decatur, 
Ill. 


Blood bank standards 
The first edition of Standards 
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for a Blood Transfusion Service 


prepared jointly by the Scientific 
Committee of the Joint Blood 
Council, Inc., and the Standards 
Committee of the American Asso- 
ciation of Blood Banks is a clearly 
written, practical and simple sum- 
mary of the best of blood bank 
and transfusion practice in this 
country. This little manual, only 
19 pages from title sheet to index, 
covers the most important aspects 
of blood banking with inclusion of 
sufficient detail to provide answers 
to most questions concerning pro- 
cedures and policies. 

Undoubtedly, it will be sent to 
most blood bank directors and 
blood bank technicians. In addi- 
tion, it should be brought to the 
attention of every hospital chief of 
staff and hospital administrator as 
a set of standards each hospital 
blood bank can and should meet. 
It is available at 25 cents from 
either the Joint Blood Council, Inc., 
1832 M St., N.W., Washington 6, 
D.C., or the American Association 
of Blood Banks, 30 N. Michigan 
Ave.; Chicago 2, Ill—Ivan W. 
BROWN JR., M.D., Duke University 
Hospital, Durham, N.C. 


Anesthesiologist’s hospital 


HOSPITAL PLANNING FOR THE ANES- 
THESIOLOGIST. William H. L. Dor- 
nette. Springfield, Ill., Thomas, 
1958. 119 pp. $5.25. 


In 116 pages and 27 chapters, 
this book outlines hospital plan- 
ning and construction in all of 
its phases from selection of ar- 
chitect and site to the hospital 
chapel. In 11 pages of text, the 
author covers the planning of the 
operating room, scrub rooms, sub- 
sterilizing rooms, induction rooms, 
workrooms, anesthesia supply 
room, gas storage room, frozen 


_section laboratory, dressing rooms 
and lounges 


also: 


Blood bank standards 
Anesthesiologist's hospital 
The cost of mental illness 


Although it includes a work-flow 
chart of a central supply depart- 
ment, the book does not do the 
same for the operating room suite. 
No mention is made of office space 
requirements for the anesthesiol- 
ogists. 

Many subjects are _ included 
which are not usually the concern 
of the anesthesiologist. Proper 
size of the pharmacy and the cor- 
rect level of illumination in the 
hospital switchboard room are ex- 
amples. 

The author in this book provides 
a check list of some items to be 
considered in the planning of a 
hospital building. He includes a 
short bibliography, some of which 
is pertinent to the subject.— 
J. MILO ANDERSON, administrator, 
Strong Memorial Hospital, Roches- 
ter, N.Y. 


The cost of mental illness 


ECONOMICS OF MENTAL ILLNEss. (Joint 
Commission on Mental Illness and 
Health Monograph Series No. 2) 
Rashi Fein. New York, Basic 
Books, 1958. 164 pp. $3. 


This book is a comprehensive 
study of the various costs that can 
be associated with mental health 
illness. While one might wish to 
argue theoretically or practically 
with the various assumptions made 
by the author in arriving at a 
definition of both direct and in- 
direct costs, it must be recognized 
that assumptions are necessary in 
a determination of total costs, and 
thus the only course the author 
can take is to state them clearly. 
Readers not accustomed to the 
economist’s broad definition of 
direct cost should not take too 
literally the first point in the sum- 
mary of Chapter III, that “the 
direct costs of mental illness to the 
American economy are over $1.7 
billion per annum.” 

(Continued on page 121) 
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Kodak Rapid X-ray Developer and Kodak Rapid 
X-ray Replenisher: Economical powder form. 
Has same characteristics and activity as Kodak 
Liquid X-ray Developer and Replenisher. 


Kodak Liquid X-ray Developer and Replen- 
isher: Developer and replenisher combined 
in one package for convenience in stocking 
and use. Provides maximum film speed (and 
contrast) in Kodak Royal Blue and Kodak 
Blue Brand X-ray Film. 


“MADE TO WORK TOGETHER” 


Kodak x-ray chemicals are dependable always— 
made to produce uniform results. Use them with Kodak 
x-ray materials, medical and dental. 


Kodak Dental X-ray Developer: A single- 
solution liquid concentrate for development 
of Kodaw dental x-ray films. Can also be 
used as a replenisher. 


Kodak Liquid Race Fixer and Répleaicher 
(with Hardener): A liquid concentrate con- 
taining ammonium thiosulfate. Provides very 
rapid fixation and hardening. Has longer- 
than-usual useful life. 
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Kodak Dental X-ray Fixer: A single-solution 
liquid concentrate for the fixation of Kodak 
dental x-ray films. 


EASTMAN KODAK COMPANY 
Medical Division Rochester 4, N.Y. 


Kodak X-ray Fixer: A single-powder fixer 
that dissolves quickly and provides excel- 
lent fixing and hardening properties. Very 


low stain potential. 


See illustrated price list, ‘‘Kodak X-ray Materials’’ 
for full details. Phone or write your Kodak x-ray dealer 
about your needs. You can be sure of prompt 

service as well as technical help. 
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personnel changes 


@ Herold t. Autrey has been ap- 
pointed assistant director of the 
Ohio Tuberculosis Hospital, Co- 
lumbus, succeeding SBernerd 
tachner, who has been appointed 
associate director of Ohio State 
University Hospitals, Columbus. 
Mr. Autrey, a graduate of the Uni- 
versity of Chicago program in hos- 
pital administration, was formerly 
administrative assistant at Univer- 
sity Hospitals of Cleveland. 


@ Alvin Goldberg has been appointed 
assistant administrator of South 
Florida Baptist Hospital, Plant 
City. He was formerly in the de- 
partment of nursing education of 
Grady Memorial Hospital School 
of Nursing. Mr. Goldberg is a grad- 
uate of the Georgia State College 
of Business Administration pro- 
gram in hospital administration. 


@ Norman H. Green has been ap- 
pointed assistant director of Faulk- 
ner Hospital, Boston. Mr. Green, 
who has a master’s degree in busi- 


ness administration, was formerly 
assistant director of Springfield 
( Mass.) . Hospital. 


@ Frederic M. Hovey has been ap- 
pointed assistant director of Roger 
Williams General Hospital, Provi- 
dence, R. I. He was formerly con- 
troller of Stamford (Conn.) Hos- 
pital. .. 

Mr. Hovey succeeds T. Harrison 
Whalen who has been appointed ad- 
ministrator of Nashua (N.H.) 
Memorial Hospital. 


@ J. P. Huey has been appointed ad- 
ministrator of Collin Memorial 
Hospital, McKinney, Tex. He was 
formerly assistant administrator 
of Bexar County Hospital District, 
San Antonio. 

J. P. Timmons, auditor for the hos- 
pital district, has been appointed 
to take Mr. Huey’s position. 


| @ Frank W. Hunnisett has been ap- 


pointed administrative assistant at 
the Hospital for Sick Children, To- 
ronto, Ontario. 


@ Cheries A. Lindquist, administrator 
of Sherman Hospital, Elgin, Il., 
since Aug. 15, 1930, retired on 
Jan. 1. He is a past president of 
the Illinois Hospital Association 
and a former member of the Amer- 
ican Hospital Association House of 
Delegates. He was a member of the 
Tri-State Hospital Assembly’s ex- 
ecutive committee for several 
years. 

Harold W. Salmon has been ap- 
pointed administrator of Sherman 
Hospital. He was formerly assist- 
ant administrator of the hospital. 


@ Robert Warren Murch has been ap- 
pointed assistant administrator of 
Presbyterian Hospital, Los An- 
geles. He was formerly assistant 
administrator of Scripps Memorial 
Hospital, La Jolla, Calif. Mr. 
Murch holds a master’s degree in 
public health. 


@ C. W. Nordwall has been appointed 
administrator of Rochester (N.Y.) 


- Municipal Hospital. He was for- 
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merly assistant administrator of 
Strong Memorial Hospital, Ro- 
chester. Mr. Nordwall is a gradu- 
ate of the Columbia University 
program in hospital administra- 
tion. 

@ Robert 1. Patierno has been ap- 
pointed administrator of Hanover 
(Pa.) General Hospital. He was 
formerly business manager of the 
hospital. 


@ Harry V. Sanislo has been ap- 
pointed administrator of Burien 
General Hospital, Seattle. He was 


formerly administrator of Doug- 
las Community Hospital, Rose- 
burg, Ore. 


@ Harry C. Solomon, M.D., has been 
appointed commissioner of men- 
tal health for Massachusetts. Dr. 
Solomon was formerly superin- 


-tendent of the Massachusetts Men- 


tal Health Center, Boston. 

Jack R. Ewalt, M.D., who had been 
commissioner of mental health for 
Massachusetts, has been appointed 
superintendent of the Massachu- 
setts Mental Health Center. 


yes, they we actually 


DISPOSABLE 


disposable surgeons’ latex 


Just sterilize Perry disposable gloves in their autoclave 
pockage (with autoclave-indicator tape). Use them with the 
full protection of new gloves* and throw them away. 


White or brown latex. Full range of sizes, 6 through 9 in- 
cluding half sizes. BIO-SORB (R) biologically absorbable dusting 


powder included. 


*Perry disposable latex gloves meet government 


2Z-G-421, Amendment 4. 


EASY-OPEN AUTOCLAVE PERRY-PACK 


AM 


autoclaving. 


SALES REPS. 


1841 Broadway 


SURGEONS’ LATEX GLOVES | 


Now save time and money at the drop of a glove. Perry 
gloves are priced low enough 
to be disposable, saving the cost of reconditioning gloves 
and the time of laundry personne! and nurses. No more wash- 
ing, sorting, testing and packing for autoclaving. 


specifications 


@ Ready for autoclaving. 
@ Tear open from top after 


@ “Scotch” brand hospital avuto- 
clave tape on package. 


@ Packet of BIO-SORB (R) biolog- 
ically absorbable dusting 
powder in cuff. 


W. A. BUSHMAN 
ASSOCIATES, Inc. 


NEW YORK 23, N.Y. 


BIO-SORB DUSTING POWDER iS 
A T.M,. OF ETHICON, INC. 


For Samples ond Further Information WRITE DEPT. H.259 


(PATENT PEND.) 


RUBBER COMPANY 
MASSILLON, OHIO 


@ Charies F. Stumpf has been ap- 
pointed assistant administrator of 
Manhattan Eye, Ear and Throat 
Hospital, New York City. He was 
formerly administrative assistant 
at Beth Israel Hospital, Boston. Mr. 
Stumpf is a graduate of the Wash- 
ington University program in hos- 
pital administration. 


@ Harry $. Whiting, M.D., has been ap- 
pointed superintendent of Connec- 
ticut State Hospital, Middletown, 
succeeding Edger C. Yerbury, M.D., 
who has retired for health reasons. 
Dr. Whiting had been assistant su- 
perintendent of the hospital. 


Deaths 


@ Ernest Edward irons, M.D., died in 
Chicago on Jan. 18, at the age of 
81, apparently of a heart attack. 
On Nov. 18, 1958, Dr. Irons was 
beaten by robbers who took all 
the money he had with him—96 
cents; he was in the hospital for 
a month. A coroner’s examination 
disclosed that Dr. Irons had suf- 
fered a spinal injury which may 
have led to his death. The robbers 
have not been apprehended. 

At the time of his death, Dr. 
Irons was president of the board 
of directors of the Chicago Mu- 
nicipal Tuberculosis Sanitarium, a 
position he had held since 1947. 


_ He was president of the American 


Medical Association in 1949-50. Dr. 
Irons was cited as the nation’s most 
outstanding physician in 1946 by 
the University of California Med- 
ical School. 

Dr. Irons was dean of Rush 
Medical College (merged with the 
University of Illinois) from 1924 
to 1936; Dr. Irons received his de- 
gree in medicine from Rush in 
1903. During World War I he was 
a colonel in charge of an Army 
base hospital near Battle Creek, 
Mich. 

He is survived by two _ sons, 
Edwin N. Irons, M.D., and Spencer 
E. Irons, a lawyer. 


@ Henry B. Knowles., M.D., died Jan. 
26 at the age of 74. Dr. Knowles 
had been superintendent of Anna 
(Ill.) State Hospital from 1939 to 
1941. 


@ Margaret Shorp, administrator of 
Excelsior Springs (Mo.) Hospital 
since 1940 and one of the hospital’s 
organizers, was fatally injured in 
a traffic accident near Columbia, 
Mo., on Dec. 5, 1958. She was 
riding in an ambulance which had 
taken a patient to the University 
of Missouri Hospital in Columbia 
when the accident took place. 
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ELECTRIC SETS... 


ower 


FOR RELIABLE 
EMERGENCY POWER 
IN SECONDS 


BY CATERPILLAR 


ex 


Cole Hospital, Champaign, Illinois . . . if vulnerable utility 
lines should fail, this privately owned, 65-bed hospital is 
adequately protected. A Caterpillar D318 (Series G) 
Electric Set provides dependable standby power... 


available in seconds. 


Co-owner, David Cole, is an engineer and speaks with 
authority on electric sets. “In a hospital it takes the best 
to do the job. That’s why we chose a Cat Engine for our 
standby power. I investigated various units, and only the 
Caterpillar Electric Set met our requirements.” 


Hospitals, large and small, are protecting their patients 
against the serious ccnsequences of commercial power 
failure by installing dependable Cat emergency power. 


The D318 has an adjustment-free fuel injection system which 
provides dependable foul-free operation. And the generator 
has self-regulating controls with no moving parts. 


The administrators are finding the cost comparatively low 
and installation fast and simple with these compact sets. 
With automatic control, the Cat units can be depended on 
to start seconds after power fails, stop when line current 
resumes. And a plus factor to be seriously considered is 
the use of non-explosive, safe diesel fuel, or furnace oil. 


Is your hospital protected against power failure? If 
not, investigate the advantages of modern Caterpillar 
Electric Sets. Call your Caterpillar Dealer soon. He'll 
analyze your requirements and recommend the correct 
electric set to meet your needs. 


Engine Division, Caterpillar Tractor Co., Peoria, 
Illinois, U.S.A. Caterpitiar and Cat are Registered Trademarks of Caterpiliar Tractor Co. 


Cole Hospital . . . all electrical requirements, including 2 operat- 
ing rooms and 3 X-ray machines, are maintained in emergencies 


by a Cat D318 (Series G) Electric Set. 


There is a Caterpillar Electric Set to meet your needs 


The D318 (Series G), 
100 KW standby power 


The D337 (Series F), 
175 KW standby power 


| : 
ii 
& 
The D397 (Series D), 
225 KW standby power 
375 KW standby power 


DRY PAK 


in transparent 


DEKNATEL 
PLASTIC PAK 


@ Transparent Deknatel Plastic Pak is sterilized in the solution 
you have known and relied upon: FORMALDEHYDE. 


@ Each Deknatel Pak is subjected to an exacting test for rr 
@ There is no leakage problem with the Deknatel Pak. Prove it to yourself: 


Deknatel Plastic Pak is stored in a jar solution containing fluorescein dye. 
Should a Pak develop a leak, detection is immediate and foolproof: Pak would 
contain colored storage fluid. ONLY DEKNATEL gives you this visual protection! 


FAST, SIMPLE HANDLING 


SLIDE OUT ONE-HAND UNWIND SLIDE OFF 


Invert reel and press sides. Instru- | Hold suture end. Metal reel Needle is automatically freed 
ments not needed for removal — unwinds by its own weight. from its protective metal tab. 
reel drops freely from cut Pak. No instruments required. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Liability in Team Surgery 

Intricate heart operations now being performed in 
some hospitals necessitate use of a “surgical team” 
consisting of a number of specialists. Each performs 
his specialty, usually without control over the activi- 
ties of other specialists in the operating room. Legal 
liability for the malpractice of one physician on the 
team, if attributable to all the physicians participat- 
ing, or to the surgeon in charge, could deter em- 
barkation upon complicated new operations. 

At the University of Minnesota, “open heart” sur- 
gery has been conducted utilizing a surgical team 
and a “donor” who furnishes heart and lung facilities 
to the patient during the operation. The donor is often 
a close relative of the patient. A recent trial in a 
federal district court considered the liability of the 
surgical team and the university. Thompson v. Lil- 
lehei, 164 F. Supp. 716, 8 Negl. Cases 2d 1074 (1958). 

The university, being a state body, enjoyed sover- 
eign immunity from liability and was dismissed as 
a defendant. The remaining defendants were physi- 
cians who participated in the operation. One doctor, 
an anesthesiologist referred to as “Dr. X,” was not 
a defendant. It was in the realm of his activities that 
the allegedly negligent act was performed. 

The evidence indicated that the patient was an 
eight-year-old girl and the donor was her mother. 
Both were anesthetized. Two surgeons attended the 
child. Two anesthesiologists and another surgeon 
worked at a nearby operating table bearing the 
donor. Glucose and water had been administered to 
the donor intravenously, but the bottle became empty 


and untoward results, possibly from an air-embolism, . 


resulted. The donor was revived, but not without 
suffering incapacitating injury. The surgery was can- 
celled. 

The plaintiff-donor claimed that the doctor-defend- 
ants were careless in handling the glucose and water 
procedure, thus producing brain damage. The doctors 
denied that their activities had any connection with 
the resultant injury. 


The jury could not agree on the question of lia- 
bility and the court determined the issue by granting 
the doctors’ metion for a directed verdict, dismissing 
the suit. In so doing, the judge placed the onus upon 
“Dr. X”’ for any error in administering glucose. None 
of the four doctor defendants appeared to be guilty 
of any personal negligence. | 
. The plaintiff had maintained that each of the de- 

fendant-physicians was vicariously liable for any 
negligence occurring in the operating room, or at least 
that the surgeon in charge was so liable. With this 
the court could not agree because: 

@ The doctor-defendants all were salaried mem- 
bers of the university medical school staff and were 
assigned to the operation by the head of the depart- 
ment of surgery. 
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@ The defendant described as “surgeon in charge” 
of the operation actually had no power of direction 
over, nor responsibility for the erring “Dr. X” or any- 
one else at the donor’s table. 

@ Without the requisite control, the doctrine of 
respondeat superior, or vicarious liability, is inappli- 
cable. 

@ The law of Minnesota indicates that the surgeon 
in charge is not responsible for malpractice of an 
anesthetist if the latter is a licensed doctor, if each 
has a separate role to play which requires his undi- 
vided attention, and if the surgeon in charge is not 
aware of the negligent deed in time to take corrective 
action 

One may speculate on the outcome of this case, had 
the hospital not enjoyed immunity from liability. 
Would the hospital be responsible for the negligence 
of a doctor-anesthetist? The court’s reasoning would 
indicate liability only on the part of the negligent 
doctor. 

For comparison, a glance atthe recent Salgo case 
may be pertinent (HOSPITALS, J.A.H.A., March 1, 1958, 
p. 84). The hospital in the Salgo case was not immune 
from liability. The appellate court in California re- 
marked that the surgeon in charge would be liable 
for the negligence of a team member only if, as a 
matter of custom or practice, he had the right of con- 
trol and supervision of the team. The court added, 
however, that the surgeon in charge was responsible 
for determining the competence of the team. Perhaps 
the hospital’s liability would be restricted only to 
unjustified authorization of incompetent physicians 
to particiate on the team. Errors of technicians fur- 
nished by the hospital would more than likely be the 
hospital’s responsibility in the team operation situ- 
ation, but possibly, also, negligence of salaried physi- 
cian team members selected by the hospital would 
be attributed to the voluntary hospital. 

Examination of the two cases considered here in- 
dicates that the facts surrounding selection and con- 
trol of the various parties in the operating room are 
likely to be determinative of legal liability.in the 
team surgery arrangement. 


Medical Staff Discrimination 


It was inevitable that the consequences of the 
United States supreme court’s opinions on school in- 
tegration would spill over into the hospital field. 


_ The school cases, of course, do not affect private 


institutions; they are directed at state action to dis- 
criminate in use of facilities operated by govern- 
mental units. What constitutes “state action,” how- 
ever, may not always be obvious. 

The federal courts have already debated the prob- 
lems of governmental participation in the financing 


This material is not legal advice. The information on this page should not be 
used to resolve legal a, and advice on such problems a hospital should 
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of hospital operations, at least with regard to “state 


action” and racial] discrimination. The question was: 


what financial arrangements between state or local 
governments and a hospital would constitute suffi- 
cient state action so as to preclude denial of medical 
staff privileges to Negro physicians? 


CITY AND COUNTY AID 


The history of the hospital was important to the 
resolution of the litigated case. Originally the in- 
stitution was operated by a municipal authority in 
North Carolina. Subsequently the property was do- 
nated by the city and county to a new hospital cor- 
poration and a substantial grant was received from 
a private donor, allowing construction of a new 
building. While this set of circumstances appeared 
to the court to have terminated the public agency 
phase of the hospital’s existence, financial aid from 
the city and county continued for many years there- 
after. As a result of a state supreme court decision, 
these appropriations ended a few years back and 
“governmental patients” have since been treated on 
a per diem basis. Thus, said the United States Court 
of Appeals (4th Circuit), public authorities no longer 
share in the operation of the hospital. The board of 
managers now has full control. 

The court held that (1) the grant of public land 
by a legislature to a hospital or university board 
does not, of itself, make the institution a public 
corporation, and (2) the grant of land upon an 
express trust to operate a hospital for the benefit 
of the city and county likewise did not, without 


more, create a public corporation. 

The Girard College cases were also ineationd. 
Pennsylvania v. Board of Trusts, 353 U. S. 230 (1957) 
and Girard’s Estate, 391 Pa. 434 (1958). This was the 
dispute over admission of Negroes to a Philadelphia 
boys’ school. The funds provided to found the in- 
stitution came from the estate of Stephen Girard 
whose will limited admissions to “white male or- 
phans.”’ The managing body of the college, the Board 
of City Trusts, was held to be a public group and 
an agency of the state and thus precluded from dis- 
criminating against colored applicants. 

The Orphans’ Court of Philadelphia then desig- 
nated a new board, composed of private citizens, to 
carry out the terms of the will. This court action 
was considered to be within the powers of the Or- 
phans’ Court to substitute trustees in order to ef- 
fectuate the intention of the deceased and such court 
action was held not to be “state action.”’ Decisions 
of the new board were those of a private body, hence 
not governmental activity, and Negro orphans have 
been excluded from the school. 

In the instant case, Eaton v. Board of Managers, 
27 Law Week 2286 (CA 4, 1958), the Negro physi- 
cians were denied staff privileges because the hos- 
pital was not a “‘state agency”’ and any discrimination 
exercised against them was not the result of “state 
action.”’ | 

The court added, however, that: “The [Negro phy- - 
sician] plaintiffs rightfully confine their effort on 
this appeal to showing that the hospital is an in- 
strumentality of the state. They do not argue that 
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AND HERE’S THE WE'D LIKE SOME | | COZYME is 
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_ the exclusion of qualified physicians solely because 


of their race from an institution devoted to the care - 


of the sick is indefensible, as they might well do if 
this court was the proper forum to determine the 
ethical quality of the action.” 

This statement is dictum, that is, a comment by 
the court not necessary to the decision and not con- 
stituting a precedent. Courts sometimes rely upon 
past dicta, however, in deciding new questions. 


Tax on Employees’ Meals and Lodging 


The various arrangements whereby hospital per- 
sonnel receive meals and lodgings, either at no cost 
or at reduced rates, stimulate tax problems which 
have not always been readily resolved. The general 
rule has been that an employee may exclude from 
his own income, for federal income tax purposes, the 
value of meals and lodgings furnished by the em- 
ployer, if: 

@® Furnished for the employer’s convenience. 

@ Supplied on the employer’s premises. 

@ In the instance of lodgings, the employee is re- 
quired to occupy the quarters furnished to him. 

While the value of meals and lodgings may be tax 
free to the employee when computing his federal in- 
come tax, there is no corresponding exemption for 
social security tax purposes. Thus, employers have 
been required to place a value on meals and lodgings 
in order to compute the social security withholding 
taxes. The difference in treatment of these perqui- 
sites for income tax and social security tax purposes 
has not always enjoyed widespread appreciation. 


A recent development in the courts apparently chal- 
lenges, in part, the Internal Revenue Service's inter- 
pretation of the exemption provisions. In Boykin v. 
Commissioner, 27 Law Week 2227 (CA 8, 1958) a 
federal Court of Appeals has held that rental charges 
for hospital quarters withheld from the salary of a 
physician employed at a hospital were excludable 
from the doctor’s income for tax purposes. 

The commissioner of internal revenue had ruled 
that only services furnished “in kind” were exclud- 
able from income and only where furnished free of 
charge. This court, however, determined that it is 
not essential for the meals and lodging to be sup- 
plied gratis, providing they are furnished “in kind.” 
Hence, where the money involved is merely a book- 
keeping transaction the court considers the value of 
the services to be excludable from gross income. 

Subsequent to the announcement of the decision 
in the Boykin case, the Internal Revenue Service 
reasserted its position, ruling that the personal tax 
exclusion applied only to the value of meals and 
lodging furnished without charge. (Rev. Rul. 58-545). 
In this instance the employees paid cash for services 
but less than meals or lodgings were worth. The 
ruling holds that the amounts paid by the employees 
were not excludable but the value of meals and 
lodgings in excess of the payments was a proper 
exclusion. Because the Internal Revenue Service and 
one federal Court of Appeals apparently are in con- 
flict, resolution of the differences may be anticipated 
either through a change in revenue rulings or via 
further court action. 
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Hill-Burton Funds Request Down E 


The Hill-Burton hospital construction program is 
written down in the President’s budget for $101.2 
million. This is $85 million less than Congress voted 
last year, but $25 million more than the President 
requested in his 1958 budget message. 


Divisions of administration-proposed Hill-Burton program 
for next year: 
. Hospital and public health centers—$79 million. 
. Nursing homes—$4 million. 
. Diagnostic or treatment centers——$6.5 million. 
. Chronic disease hospitals——$6.5 million. 
Rehabilitation centers—$4 million. 
Hospital research projects——$1.2 million. 


Reduction of Hill-Burton funds follows the admin- 
istration commitment to cut back all federal construc- 
tion programs to combat inflation. Health, Education, 
and Welfare Secretary Arthur S. Flemming explained 
that, while Hill-Burton funds were less than appro- 
priated by the last Congress, the $100 million presi- 
dential request should be enough to help hospital beds 
keep pace with population growth He then referred 
to last year’s record $186 million appropriation as a 
recession measure. 

Sen. Lister Hill (D-Ala.) has challenged the ad- 
ministration’s judgment on the amount of federal 
support needed to build hospitals. Sen. Hill pledged 
himself and his committee to seek substantially in- 
creased appropriations for Hill-Burton. Sen. Hill is 
chairman of both the Senate Appropriations Commit- 
tee and Legislative Committee. 

Hill-Burton is the chief item of saving in HEW’s 
budget. Other programs of interest to hospitals were 
set out in the following special budget analysis: 


1. Enforcement of pure food and drug laws. 1959— 
$12,355,000; 1960—$13,210,000. Up $855,000. 

2. Vocational rehabilitation of the handicapped. 
1959—$57,918,000; 1960—$66,138,000. Up $8,220,000. 

3. Expansion of communicable disease activities in- 
cluding control of staphylococcus infections and stu- 
dies in disease diagnosis using “fluorescent tagged 
antibodies.” 1959—-$7,373,000; 1960—$8,015,000. Up 
$642,000. 

4. Assistance to schools of public health. 1959— 
$500,000; 1960—$1 million. Up $500,000. 

5. Direct medical care programs of the Public 
Health Service, St. Elizabeths Hospital and Freed- 
men’s Hospital. 1959—$93,363,000; 1960—$96,005,000. 
Up $2,642,000. | 

6.* Grants to states to assist needy aged, blind, and 
disabled persons and dependent children. 1959—$1,- 
974,800,000; 1960—$2,033,500,000. Up $58.7 million. 

7. Research and training in the welfare field. 1959 
—no appropriation; 1960—$1 million. Up $1 million. 


*Includes medical care payments. 
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No Significant Change 

1.* Grants to states for maternal and child health 
and welfare. 1959—$43.5 million; 1960—$43.5 million. 

2. Grants to states for the support of general public 
health activities. 1959—$15 million; 1960—$15 million. 
' 3.** Grants to states for vocational education. 1959 
—$40,888,412; 1960—$39,740,412. 

4. National Institutes of Health. 1959—$294,279,- 
000; 1960—$294,279,000. 


Decreases 

1. Direct federal construction (includes Hill-Bur- 
ton). 1959—$28,530,000; 1960—$3,888,000. Down $24,- 
642,000. 

2. Construction grant programs. (includes Hill- 
Burton). 1959—$267.7 million; 1960—$141.2 million. 
Down $126.5 million. 


Federal Employees’ Health Insurance 


The President’s budget message made no mention 
of plans for a federal employees’ health insurance 
program. A year ago the President said that Congress 
should postpone action on such a proposal in view of 
his proposed federal pay raise bill, passed in the last 
session. However, members of Congress from both 
parties with strong labor support, have gone on rec- 
ord as favoring a federal employees’ health insurance 
program this year. The Senate Post Office and Civil 
Service Committee has scheduled early hearings on 
this issue. 

Veterans Administration Budget 


The proposed Veterans Administration budget in- 
cludes $89 million for hospital-and medical care in 
1960. This is a $6 million increase from 1959. Some © 
$20 million has also been requested for modernization 
of VA hospitals. 


Civil Defense and Defense Mobilization 


A total of $87 million has been recommended for 
the new Office of Civil Defense and Defense Mobiliza- 
tion. Included in the total are: $310,000 for state aid 
in purchasing medical supplies and stockpiling equip- 
ment; $5.4 million for maintenance and storage of a 
federal stockpile of emergency hospitals, drugs, and 
other civilian defense material. 


‘Medicare’ 
The budget request for the “medicare” program is 
$89 million. Last year an estimated $91.9 million was 
*A $1.5 million supplemental appropriation for ny heart sur- 


gery will be requested for use in fiscal 1959 and 1 
The appropriation is reduced by $1,148,000, Ss nl of cur- 


— available funds not being used this year in vocational 
n 


training for commercial fishermen or for the practical nurse 
~ gram (practical nurse program reduced to $2.9 million from 

million). Thus the 1960 appropriation will make available the 
being spent in 1959. 
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FLOOR PADS 


for every job}. / | 
‘Stripping 


fo 
Randolph (D-W. Va.), Everett M. Dirkson (R-II1.), buffing | 
Barry M. Goldwater (R-Ariz.). The subcommit- 
tee outlined its tentative program: | 
1. Invite a number of recognized authorities in the | 
field to Washington as a panel to assist the subcom- \ 
mittee in laying down guidelines for the study. rs 
2. Seek testimony from officials of federal agencies > Ve 
concerned with the welfare of older citizens. 
3. Ask representatives of other organizations, pub- 
lic and private, to give testimony in Washington. | ; 
4. Hold hearings later in the year in selected repre- | 
sentative communities throughout the country. 


AHA Takes Stand on Housing Bill 


Congress’ first challenge to President Eisenhower's 
. balanced budget is a billion-dollar omnibus housing 
bill containing several programs affecting hospitals. 
Democratic leadership plans “early and speedy action” 
by Congress. 

Political battle lines are drawn around a bill (S. 
57) sponsored by Sen. John Sparkman (D-Ala.), 
chairman of the Senate Housing Subcommittee, and .- 

two administration bills (S. 65 and S. 612), provid- 
ing for much smaller and less costly programs. In 
the House, the chairman of the Housing Subcommit- 
tee, Rep. Albert Rains (D-Ala.), has also introduced 
a housing measure (H.R. 2357), which is similar to 
but not identical to the Sparkman proposal. 
. American Hospital Association views were pre- 
sented in a statement calling for an enlarged loan | 
program for the construction of student nurse and 
intern dormitories, for low-cost federal loans to con- 
struct rental housing for elderly persons, and for a 
new mortgage insurance program for the construction 


spent. Administration officials explained that the 
smaller sum requested reflects the restrictions im- 
posed on the civilian side of the “medicare” program. 


Health Care of Aged Studied 


Spotlight has suddenly shifted from House to Senate 
side on Forand proposal and others which would pro- 
vide federal aid to health care of the aged. Sen. Hill’s 
Labor and Public Welfare Committee has authorized 
a broad, year-long inquiry into all aspects of federal 
programs for the aged. 

Sen. Pat McNamara (D-Mich.) was named chair- 
man of the committee’s newly-created Subcommittee 
on Problems of the Aged and Aging. Others named 
to the subcommittee were senators John F. Kennedy 
(D-Mass.), Joseph F. Clark (D-Penn.), Jennings 
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Wuetner it’s stripping old layers of wax or adding 
the final touch to a highly polished floor, there's a 
Brillo Solid Disc Steel Wool Floor Pad specially 
engineered to do a perfect job. 


The steel-wool fibres in every Brillo Floor Pad are 


and renovation of proprietary nursing homes. 


AHA told Congress that the loan fund for student: 


nurse and intern housing should be raised to $150 
million. AHA protested as “shocking” last year’s 
action by federal housing officials which held back 
use of $2.1 million of this program’s existing $25 
million authorization. Appointment of an advisory 
council on student nurse and intern housing was 
urged. Such a council would lead to a more effective 
administration of the program, AHA stated. 

The Sparkman. bill would increase the hospital 
dormitory loan fund from $25 million to:$75 million. 
The bill sponsored by Rep. Rains would raise the 
amount to $100 million. 
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held to a strict uniform quality. These fibres are 
cross-stranded for superior abrasive action, eae 
your machine to do a faster cleaning job... you 
save money, too. 

From a heavy duty #3 to fine #0, there’s a Brillo 
Floor Pad for every floor maintenance job . . . strip- 
ping, cleaning, waxing, polishing, buffing. Write to- 
day for free leaflet on Better Floor Maintenance. 


-BRILLO MFG. CO., 
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NEWS 


MINISTER OF HEALTH ENTHUSIASTIC— 


All-Canadian Accrediting Program Begins 


Canada’s all-Canadian program of hospital accreditation was inau- 
gurated on Jan. 17 at a special ceremony in the offices of the Canadian 
Medical Association, Toronto, Ontario. The group operating the program 
is called the Canadian Council on Hospital Accreditation. 

Prior to the inception of CCHA, Canadian hospitals were accredited by 


the Joint Commission on Ac- 
creditation of Hospitals. 

Dr. W. I. Taylor, executive di- 
rector of the Canadian Council on 
Hospital Accreditation, said the 
council will survey hospitals, at 
the hospital’s request, to ensure the 
welfare and safety of the patient. 

If a survey report gains council 
approval, Dr. Taylor said, the hos- 
pital concerned would be certified 
as an accredited hospital. If, how- 
ever, an unfavorable report were 
submitted certain recommen- 
dations would be made, but the 
hospital would not be obligated to 
implement them. “If a hospital is 
not accredited, there are no penal- 
ties, except those of private and 
public conscience,” Dr. Taylor 
said. 

Dr. A. Lawrence Chute, chief 
of pediatrics, Hospital for Sick 
Children, Toronto, was appointed 
chairman of the council. 

The CCHA board of directors is 
composed of 11 representatives 
from the following organizations: 
Canadian Hospital Association, 


> 


AS OF JAN. 17, Canadian hospitals are 


being ac 


Canadian Medical Association, 
Royal College of Physicians and 
Surgeons of Canada, and L’Associ- 
ation des Medecins de Langue 
Francaise du Canada. 


‘SPONTANEOUS EFFORT’ PRAISED 


J. Waldo Monteith, Canadian 
minister of National Health and 
Welfare, speaking at the inaugural 
meeting, said “this [the council] 
has not been something imposed 
from above by government or any 
other authority. Hospital accredi- 
tation has been a spontaneous effort 
on the part of the medical pro- 
fession and hospitals to put their 
own houses in order—to set their 
own ideals of service and efficiency 
and to translate these into practice. 
They have been their own con- 
science and watchdog. 


“They have asked for no finan- 


cial assistance from any quarter. 
Theirs has been an exercise in 
self-discipline which could well 
commend itself to professional 
groups everywhere.” 


Hospital Accreditation rather than by the Joint Commission on Accreditation of Hospitals. 


Examining the charter of the new organization are {i to r): Dr. 
Dr. John |. Brewer, chairman of the joint com- 


rector, American Hospital Association; 


mission, and J. Waldo Monteith, Canada's minister of National Health and Welfare. 


credited by the Canadian Council on 


Edwin Crosby, di- 


Mr. Monteith praised the Joint 
Commission on Accreditation of 
Hospitals for the work it has done 
in the United States and Canada 
and for the assistance it rendered 
in making possible the all-Canada 
accreditation program. 


INSURANCE SYSTEM’S SUCCESS 


Speaking of the Canadian feder- 
al-provincial compulsory health 
insurance system, Mr. Monteith 
said that much of the responsi- 
bility for the success of the pro- 
gram must rest with the medical . 
profession and hospitals. 3 

“In fact,” he said, ‘experience 
shows that quality of care can best 
be ensured by doctors and hos- 
pital authorities working together. 
This is essentially a professional 
matter, which should be handled 
as such. The onset of public hos- 
pital insurance in no way changes 
the situation... 

“Frankly, it is in connection 
with the hospital insurance plan 
that I see the greatest significance 
of the new all-Canadian accredi- 
tation program. The insurance plan 
is a distinctly Canadian project, 
tailored to our own needs and con- 
ditions. It already has emphases— 
and no doubt will develop more— 
which are unique as compared 
with arrangements in other coun- 
tries, including the United States. 

“This being the case, it is ob- 
viously important that our ac- 
creditation activities should be 
equally Canadian in their approach 


and responsive to these special 


trends.””’ As an example of this 
point, Mr. Monteith suggested that 
the council might want to “ex- 
amine the realism of existing 
criteria” concerning “the gearing 
of length of stay in hospital to 
medical necessity’’ which is 
stressed under long-term care pro- 
visions of the insurance scheme. ® 


Kentucky Association Moves 


Elizabeth D. Simmerman, ex- 
ecutive secretary of the Kentucky 
Hospital Association, has reported 
that the association’s offices have 
been moved from the Sheraton- 
Seelbach Hotel in Louisville to the 
Phoenix Hotel in Lexington, Ky. 
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Counseling Program Pilot Studies 
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EVANSTON (iLL.) Hospital was the scene of an American Hospital Association Hospital 
Counseling Program pilot study Jan. 14-19. Discussing some of the 70 major elements 
used in evaluating administration are (i to r): William Middlebrook, associate director of the 
program; Richard L. Johnson, program director; John M. Danielson, administrator of the 
hospital, and Arthur F. Hartfelder, hospital controller and budget director. 


What constitutes a well run hospital? Can the elements which com- 
prise such an institution be measured objectively? And if so, how? 

These are among the questions confronting researchers of the Ameri- 
can Hospital Association’s Hospital Counseling Program, a service to 
hospitals financed under an $825,000 grant made in 1957 by the Ford 


Foundation. 

The program’s first two pilot 
studies were carried out, Jan. 14- 
19, at Methodist Hospital, Gary, 
Ind., and Evanston (Ill.) Hospital. 

Since the grant was made, those 
working on the project have been 
compiling data to determine what 
criteria constitute a well run hos- 
pital. Purpose of the pilot studies 
is to ascertain whether the ma- 


terial, which has been developed 
into a comprehensive question- 
naire, is practical and valid. 

“By carefully selecting areas of 
the hospital to be studied and by 
designing a careful, highly struc- 
tured study of those areas, sub- 
jectivity has been held to a mini- 
mum,” said Richard L. Johnson, 
director of the program. 


‘trators 


In a report summarizing the 
work leading to the pilot studies, 
Mr. Johnson, William Middle- 
brook, associate director, and Ro- 
bert Borczon, assistant director 
stated: 

“Approximately 70 major ele- 
ments of administration of hos- 
pitals were set forth to identify 
potential problem areas’ which 
hamper efficient and effective 
management of hospitals. Each 
element meets two basic require- 
ments: 

® “Universally applicable to all 
hospitals, regardless of size. 

@ “Each element is measurable. 

“The elements outline the roles 
of the governing body, adminis- 
trator, medical staff and depart- 
ment heads for the conduct of a 
successful hospital.” 

By mid-March, Mr. Johnson 
said, 15 other hospitals in Alabama, 
California, Georgia, Illinois, Mary- 
land, New Jersey, North Carolina, 
Ohio, Tennessee, Texas, and Wash- 
ington State will have participated 
in the pilot studies. The material 
gathered from the pilot projects 
will be analyzed and the program 
will then be available on a tested 
nonexperimental basis to adminis- 
trators who request it. Adminis- 
interested in having an 
analysis made of their hospitals 
should write to the Hospital Coun- 
seling Program, 840 North Lake 
Shore Drive, Chicago 11. . 


PROTESTANT GROUPS HOLD CONVENTION— 


Show Needs to Government, Methodists Told 


Administrators of charitable institutions, especially those operated 
by religious bodies, should show lawmakers the path to follow and not 
follow timidly in the wake of government regulation. 

This viewpoint was expressed by Kansas City Mayor H. Roe Bartle and 
Dr. Leroy E. Burney, surgeon general of the Public Health Service, in 


separate addresses before the Na- 
tional Association of Methodist 
Hospitals and Homes, which held 
its 17th annual convention, along 
with other denominational groups, 
during the 38th annual meeting of 
the American Protestant Hospital 
Association, Jan. 27-30, St. Louis. 

Mayor Bartle said administrators 
of hospitals and homes (for the 


aged, children, etc.) should be true | 


to the “christian ethic’ and not 
just pay lip service to it. Leaders 
of church institutions should indi- 
cate the steps that government 
should take for the welfare of their 
institutions, he said, and not wait 
for government to lead the way. 
“It is not enough, “Dr. Burney 
said, “for churches to build and 
operate institutions of high quality. 
It is not enough to add to the na- 
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tion’s supply of health personnel 
by supporting schools of nursing, 
medical schools, and other edu- 
cational facilities. If church and 
community are indeed to be united 
for health and welfare, loca! con- 
gregations must become the best 
friend and severest critic of the 
community. They must learn the 


needs and identify the failures and 
successes in community health and 
welfare services. They must bring 
the full weight of their spiritual 
and material leadership to bear on 
the correction of defects and the 
great support of all that is good.” 
Dr. Burney cited Methodist 
homes for the aged as being 
“second to none 
in our country,” 
but said that for 
too many “the 
nursing home of 
today recalls the 
hospital of yes- 
terday—a place 
for the sick poor 
to go and die. If 
a community 
and its general 
hospitals could 
get together on this problem there 
is no doubt nursing homes of tomor- 
row would have the same status in 
the community as does the hos- 
pital. They would be regarded as 
places to go and live—not as places 
to go and die.” 
He also said that “the hospital 
holds a key position and plays a 
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paramount role in any effort to ex- 
tend and improve the care of the 
chronically ill and the aging, and 
to reduce the costs of care.” 

In another address, Dr. George 
W. Crane, psychologist and na- 
tionally syndicated columnist, said 
that more attention should be paid 
to the emotional needs of the pa- 


- tient and suggested, among other 


means by which this end might 
be effected, that mothers be al- 
lowed to stay with their children 
when the children are hospitalized. 

Olin E. Oeschger, general secre- 
tary of the Board of Hospitals and 
Homes of the Methodist Church, 
reported that 16 more institutions, 
including one new hospital, had 
affiliated with the board during the 
past year, bringing its membership 
to 229 institutions. During the past 


year, he said, 60 existing member 
institutions had spent $37 million 
on expansion programs. 

Mr. Oeschger presented this 
challenge to the church: that it 
come up with enough funds to 
finance construction of 10 hospitals 
per year for the next 20 years and 
20 more facilities for the aged per 
year for the next 20 years, plus 
appropriating more funds for care 
of charity patients. 

Kenneth Williamson, director of 
the American Hospital Associ- 
ation’s Washington Service Bu- 
reau, reported to the APHA on 
bills which have been introduced 
in Congress during this session 
and what bills AHA is supporting 
or opposing. He said that Health, 
Education, and Welfare Secretary 
Arthur S. Flemming felt that, ex- 


OFFICERS of the National Association of Methodist Hospitals and Nemes are: (f to r) 


president, Victor B. Hann, superintendent, 


Methodist Home for Children, Mechanicsburg, 


Pa.; president-elect, Rev. Bolton Boone, administrator, Methodist Hospital of Dallas (Tex.); 
secretary, Donald W. Cordes, administrator, lowa Methodist Hospital, Des Moines, lowa; 
treasurer, Rev. William A. Hammitt, executive director, Baby Fold, Normal, Iil.; immedi- 
ate past president, Harold Boker, administrator, San Diego Methodist Homes, Chula 
Vista, Calif. Rev. Edward T. O'Rear, association vice president and general manager of 
Pacific Homes, los Angeles, was not present at the meetings held in St. Lovis, Jan. 27-30. 


OFFICERS of the American Protestant Hospital Association are {i to r): treasurer, C. E. 
Cepeland, administrator, Missouri Baptist Hospital, St. Louis; president, Edwin B. Peel, 
administrator, Georgia Baptist Hospital, Atianta; first vice president, Lt. Col. Jane E. 


Wrieden, national consultant, Salvation Army, 


New York City; second vice president, 


Jack A. L. Hahn, superintendent, Methodist Hospital, Indianapolis. The association's president- 
elect, Dr. Frank R. Bradley, director, Barnes — St. Lovis, was not present. 


cept for the Hill-Burton program, 
the health field had no well-de- 
fined goals. The federal govern- 
ment, Mr. Williamson reported, 
spent $1.8 billion on direct health 
care last year (this does not in- 
clude funds for Hill-Burton or the 
National Institutes of Health). 
Pat N. Groner, administrator of 
Baptist Hospital, Pensacola, Fla., 
said that “failure to be interested 
in presenting our story” some- 
times makes the press feel that 
hospitals are trying to hide some- 
thing. He said hospitals have a 
very important story to tell and 
pointed out that between 1930 and 
1956, using the 1930 death rate, 
the American public had been 
given 34 million more years of life 
because of advances in the health 
field and that during that period 
$2.2 trillion in income had been 


- earned by those whose lives had 


been prolonged. This, he said, is a 
600 per cent return on the medical 
dollar investment made during the 
1930-56 period. 


Insurers Paid $4.8 Billion 
In Health Benefits in 1958 


An estimated $4.8 billion for 
health care benefits were paid in 
1958 by the approximately 700 in- 
suring organizations operating in 
the health field in the United 
States, the Health Insurance Insti- 
tute reported. 

Some $2.6 billion of this amount 
was paid by commercial insurance 
firms, the institute stated. 

Approximately 121 million per- 
sons were protected by all insuring 
organizations against hospital ex- 
penses, the institute reported, with 
an estimated 70.1 million covered 
under insurance company policies. 

The number of persons having) 
major medical insurance coverage 
jumped from 13.3 million to 16.5 
million in 1958, the eae re- 
ported. 


Diseuss Health Care of Aged 
At Joint Council Meetings 


The Joint Council to Improve 
the Health Care of the Aged has 
scheduled a working conference 
for Feb. 20-21 and its -first na- 
tional conference for June 12-14. 

The working conference is to be 
held at the new headquarters 
building of the American Hospital 
Association, Chicago. The national 
conference is to be held at the 
Sheraton Park Hotel, Washington, 

Purpose of the national confer- 
ence, the council stated, is to en- 
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courage and assist affiliates of 
member organizations in establish- 
ing state joint councils and to de- 
velop patterns for joint effort and 
planning. 

During the national conference, 
an attempt is to be made to define 
the role of each state in prelim- 
inary conferences and the 1961 
White House Conference on Aging. 
_ Approximately 500 official. repre- 
sentatives of state affiliates are ex- 
pected to attend the JCIHCA con- 
ference. 

At the request of the council’s 
board of directors, the American 
Medical Association (AMA, Amer- 
ican Hospital Association, Ameri- 
can Dental Association, and Amer- 
ican Nursing Home Association 
are the council sponsors) is to urge 
presidents of medical societies to 
invite representatives of state den- 
tal, hospital, and nursing home as- 
sociations to participate in forma- 
tion of state joint councils. Some 
states have already established 
councils to foster, at the commu- 
nity level, the health care of the 
aged. “Establishment of close lia- 
ison and a cooperative relation- 


ship with state groups,” the joint — 


council stated, “will enable the 
joint council to increase the effec- 
tiveness of its national program.”’ 

Dr. Paul H. Jeserich, Ann Ar- 
bor, Mich., president-elect of the 
_ American Dental Association, and 
Dr. Frederick C. Swartz, Lansing, 
Mich., chairman of the AMA's 
Committee on Aging, were named 
to the council’s board of directors. 
Dr. Jeserich replaces Dr. W. R. Al- 
stadt, immediate past president of 
ADA, and Dr. Swartz replaces Dr. 
Gunnar Gundersen, AMA presi- 
dent. 


‘Staph’ Infection Controle 
Suggested in New Manual 


Control of Staphylococcal In- 
fections in Hositals, a 48-page 
manual prepared by. the Joint 
Committee to Combat Staphy- 
lococcal Infections, has been pub- 
_ lished by the New York State De- 

partment of Health. The committee 
includes representatives from the 
Medical Society of the State of 
New York, the New York Hospital 
Association, and the New York 
State Departments of Health and 
Social Welfare. 

The manual indicates the need 
for infection control committees in 
every hospital and states that a 
program to educate personnel about 
staphylococcal problems must ex- 
tend through the entire hospital 
staff and must be a continuing edu- 

cational program. 
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SAFEST HOSPITAL BED MADE 


Illustrated here is the safest—and easiest — 
way for the ambulatory patient to get out of 
bed. Patient simply grasps the handrail of 
the Hill-Rom Safety Side and braces until 
steady. In getting out of bed, the patient 
will instinctively take hold of the Safety 
Side. This is the most normal way for a 
person to get out of bed—especially a hos- 
pital patient who is weak and unsteady. The 
Safety Side encourages use of the legs and 
thus helps the patient to gain strength and 
confidence. 

When the patient is asleep, or restless, 
Safety Sides serve to remind him that he is 
near the edge of the bed and in danger of 
falling. They also help the patient to turn 
or lift himself in bed, and provide needed 
support when starting to fall. 

Reduce bed falls in your hospital—give 
your patients that feeling of security with- 
out restraint or embarrassment—by equip- 
ping your beds with Hill-Rom Safety Sides. 


HILL-ROM COMPAWY, INC. BATESVILLE, IND. 


The safest hospital bed available is the Hill- 
Rom Hilow Bed in the “low” position, with 
Hill-Rom Safety Sides attached. 


Hill-Rom Safety Sides can be used 
with the bed in any position. They 
do not have to be taken off when 
the spring position is changed. Here 
the convalescent patient dines in 
comfort, convenience—and safety — 
with the use of Safety Sides and 
the Hil!-Rom Overbed Table. 


For complete information on Safety Sides write for 
Procedure Manual No. 1, by Auice L. Price, R.N., 
M.A., Nurse Consultant for Hill-Rom. 
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UNDER $324,760 GRANT— 
Michigan Studies Economics of Health Care 


An extensive study of hospital and medical economics in Michigan 
has been started at the University of Michigan under a $324,760 grant 
from the Kellogg Foundation. : 


According to Professor Walter J. McNerney, director of the study, 


data is being gathered from several hundred hospitals and allied insti- 
tutions, as well as prepayment and 
insurance companies, and pro- 
fessional workers. 
The Michigan study is divided 
into eight major areas. 
Physician—inventory of profes- 


sional personnel; examination of 
how effectively hospitals are being 
utilized; impact on medical costs 
of changes in medical science. 


at 
¥ 


For tongest wear, easiest care 


or 


,has the touch! 


If you want your next bedspreads and linens to last, look at 
Bates first. You'll find the freshest new colors ... slow to soil, 
immune to fading. You'll get the richest new textures... woven 
to throw off wrinkles, thrive on washing. 
Only Bates can take all the use and abuse you can give them... 
and bounce back looking good as new! 


BATES “NAPLITE” BLANKET 


The perfect cover for post- 
operative care, either blanket or 
warm weather cover. Bates 
Naplite blankets thrive on re- 
peated launderings at any tem- 
perature, yet always look and 
feel as soft as new. Color: Nat- 
ural. Sizes: 66, 72 and 81 inch 
widths. 


s Call your Botes distributor or write: 


BATES FABRICS, INC., 112 W. 34TH ST., NEW YORK 1 - BOSTON - CHICAGO - ATLANTA - DALLAS + LOS ANGELES 
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Household survey—survey  cross- 
section of Michigan residents, with 
special atten- 
tion to the aged 
and those with 
major. medical 
expense, to 
measure health 
expenditures, 
sources of pay- 
ment, attitudes 
toward medical 
= economic prob- 

lems, perceived 
unmet needs 
and difficulties involved in getting 
and keeping prepaid or insurance 
coverage for medical and hospital 
expenses. 

Hospital accounting and reimburse- 
ment—trelationship between fre- 
quency of use of hospital services 
and source of payment; evaluation 
of accounting systems, including 
selected cost analysis methods in 
hospitals; analysis of. reimburse- 
ment formulas (including Blue 
Cross); assessment of selected 
problems such as capital costs, re- 
search, and education. 

Programs of costs of hospitals and 
allied institutions—inventory of hos- 
pitals and allied institutions with 
an estimate of the insurability of 
their services; analysis of cost 
trends and related factors; evalu- 
ation of working relations among 
these institutions. 

Prepayment and insurance agencies— 
inventory of available hospital and 
medical prepayment and insurance 
programs in Michigan; evaluation 
of gaps in population coverage and 
scope of benefits; analysis of oper- 
ations of insurance and prepay- 
ment organizations; examination 
of experience versus community 
rating; measurement of impact of 
benefit structure on use; analysis 
of coverage during layoffs and un- 
employment; cost estimates for ex- 
tending breadth and depth of 


coverage. 


Control—examination of controls 
exerted by various agencies affect- 
ing the quantity, quality, and costs 
of health services. 

Discharge study—analysis of the 
institutionalized population of 
Michigan during the past year to 
isolate major factors conditioning 
patterns of use. 

Government—description and an- 
alysis. of the roles of various 
government agencies paving for or 
directly providing health care in 
the state. 

A complete report on the ma- 
terial gathered in the survey is ex- 
pected to be ready by the spring 
of 1960, Prof. McNerney stated. ® 
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Named Officer 
Of Blue Cross, Shield Firms 


Jay C. Ketchum, executive vice 
president and general manager of 


- Michigan Medical Service (Blue 


Shield), is to become executive 
vice president of Health Service 
Inc. and Medical Indemnity of 
America Inc., effective March 1. 

Health Service Inc. is a stock 
insurance company solely owned 
by Blue Cross Plans and Medical 
Indemnity of America Inc. is a 
stock insurance company solely 
owned by Blue Shield Plans. 

Mr. Ketchum, 55, has been ex- 
ecutive vice president and general 
manager of Michigan Blue Shield 
since 1941 and is a member of 
the Blue Shield Commission. Be- 
fore coming to Blue Shield he was 
deputy commissioner of the Mich- 


igan Insurance Department. 
* * * 


M. Haskins Coleman Jr. has re- 
tired as assistant to the general 
manager of Health Service Inc. 
Mr. Coleman joined the Health 
Service staff in 1953 after serving 
for 18 years as executive director 
of the Virginia Hospital Service 
Association (Blue Cross) in Rich- 
mond. 

Mr. Coleman was chairman of 
the Blue Cross Commission in 
1946-47. He is also a former ad- 
ministrator of Johnston-Willis 
Hospital, Richmond. 


New York City to Pay More 
For Care of Charity Patients 


New York City will pay $20 per 
day to voluntary hospitals which 
provide care for city-charge pa- 
tients, effective July 1, the United 
Hospital Fund of New York re- 
ported. Presently the city pays 
voluntary hospitals $16 per day for 
such patients. 

Alfred L. Rose, chairman of the 
fund’s Hospital Trustee Commit- 
tee, stated that Mayor Robert F. 


Wagner and Budget Commissioner 


Abraham Beame had given their 
assurance that another $2 per day 
increase would be forthcoming in 
fiscal 1961 and that nominal in- 
creases would be made in the two 
years following the fiscal 1961 in- 
crease. 

“These assurances,” Mr. Rose 
said, “are a clear response to our 
appeal that the increases be made 
an integral part of the city’s budg- 
et planning for the future and 
will eliminate—at least for the 
present—the need each year for 
recurring crisis appeals. 

“We believe that this is a real- 
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istic approach to the needs of our 
voluntary hospitals.” 

Reports from the fund’s 81 mem- 
ber hospitals show that these hos- 
pitals have sustained an operating 
loss of $12 million per year be- 
cause of the city’s failure to pay 
adequately for the 1.6 million days 
of hospital care provided to city 
patients each year by voluntary 
hospitals, the council reported. §& 


Tripp Retires From Post 
With Southern Baptist Group 


Frank Tripp is retiring as exec- 


utive secretary of the Hospital 
Board of the Southern Baptist 
Convention and as superintendent 
of hospitals operated by the board, 
effective June 1. 

At various times he served as: 
president of the Southern Baptist 
Convention’s executive commit- 
tee: first vice president of the 
convention; president, Louisiana 
Baptist Convention; president, Al- 
abama Baptist Convention; presi- 
dent, Southwide Baptist Hospital 
Association, and as an officer of 
other hospital groups in Louisiana 
and Alabama. 


A 100-kw Allis-Chalmers 
engine generator set 
provides emergency 
power for surgery and 
delivery rooms, an 


elevator, boiler controls, 


and alarm systems and 
general house lighting 
for Good Somaritan 
Hospital, Zanesville, Ohio, 


é 


USE THE EMERGENCY POWER 


WITH ELECTRIC COMPANY QUALITY 


Foremost utilities in the nation use Allis-Chalmers generators, 
controls, and power equipment. Matching a proved Allis-Chal- 
mers generator and switchboard to a proved Allis-Chalmers | 
engine produces a “Sure-Power” generating set with Allis- 
Chalmers dependability throughout. There is no finer quality. 
You pay no premium for undivided responsibility. 

Your local Allis-Chalmers dealer can be helpful in. your 
planning. He will provide all the information you require — 
including installation plans. See him or write direct for bulletin, 
“Lifesaving POWER” for new ideas on economical, completely 
reliable stand-by power systems, Allis-Chalmers, Milwaukee 


1, Wisconsin. 


ALLIS-CHALMERS 
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Employee Must Pay Taxes 
On Gift Made Via Employer 


Salary which an employer pays 
directly to a charity, at the re- 
quest of an employee, is taxable 
income to the employee, the Inter- 
nal Revenue Service has ruled. 
_IRS’ reasoning is based upon the 
distinction between an agreement 
whereby services are rendered di- 
rectly and gratuitously to a chari- 
table organization and one where 
the value of services rendered is 
paid to the charity by the person 
to whom the services are ren- 


dered. In the latter instance the 
employer is required to withhold 
income tax on the amount of earn- 
ings of its employees which it had 
paid to the charity. 

The employee, nevertheless, may 
deduct the amount of the contribu- 
tion to the charity, but this is bene- 
ficial to him, from a tax stand- 
point, only if he itemizes his 
personal deductions on his income 
tax form. bd 


Hospital Accountants Admit 
Eight to Fellowship Status | 


Eight candidates for fellowship 


Building Good Will 


through 
Successful 


HOSPITAL FUND RAISING 
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for 39 Years 


TAMBLYN AND BROWN 


INCORPORATED 
Empire State Building 
New York 1, New York 


Charter Member: 
American Association of Fund-Raising Counsel 


in the American Association of 
Hospital Accountants have passed 
the association’s eight-hour writ- 
ten fellowship examination. 

The new fellows are: Sister Mary 
Bertrand, C.S.C., controller, Holy 
Cross Hospital, Salt Lake City, 
Utah; G. DeWitt Brown, control- 
ler, Baptist Memorial Hospital, 
Jacksonville, Fla.; Sister Mary 
Gerald, C.S.C., general treasurer, 
Sisters of the Holy Cross, St. 
Mary’s Convent, Notre Dame, Ind.: 
V. G. Edmondson, accounting spe- 
cialist, Oklahoma Hospital Asso- 
ciation, Tulsa; Sister Mary Leo, 
business manager, Mt. Carmel 
Mercy Hospital, Detroit; Gerald 
V. Hammons, business manager, 
Arkansas Baptist Hospital, Little 
Rock; Ray Everett, assistant ad- 
ministrator, Roper Hospital, 
Charleston, S.C.; Sister M. Electa, 
business manager, Bethania Hos- 
pital, Wichita Falls, Tex. 

AAHA now has 27 fellows. s 


Argyris Wins ACHA Award 
For Book on Administration 


Chris Argyris has been named 
winner of the 1959 “hospital ad- 
ministrator’s award’’ by the 
American Col- 
lege of Hospital 
Administrators 
for his book 
‘“‘Personality 
and Organi- 
zation.” 

Mr. Argyris is 
an associate 
professor of in- 
dustrial admin- 
istration at the 
Yale University 
School of Engineering. He has - 
served as research director for 
several studies of problems of 
individual-organizational relation- 
ships and has been a special con- 
sultant in human relations in in- 
dustry for the Department of 
Health, Education, and Welfare. 

Among Mr. Argyris published 
works are: “Executive Develop- 
ment,” Personality Fundamentals 
for Administrators,” “The Impact 
of Budgets on People,” “Human 
Relations in a Large Hospital,” 
and “Theories and Methods of 
Diagnosing Organizational Be- 
havior.” 

The annual award is made for 
an ‘‘outstanding book on the 
science of administration.” The 
award, a medallion and $500 in 
cash, was presented to Mr. Argyris 
during the second annual Con- 
gress on Administration, held by 
the college of administrators Feb. 
5-7 in Chicago. . 
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Negligence Suit Settled 
By Hospital for $22,500 


A settlement of $22,500 was 
agreed to by Presbyterian-St. 
Luke’s Hospital, Chicago, on Dec. 
31, 1958, following the accidental 
death of a patient on July 18, 


1958, as the,yresult of an overdose 
of drugs. | 

George A. hwab Jr., 45, of 
Brentwood, Jenn., died after a 


student nur accidentally gave 
him three ounces of paraldehyde 
instead of the prescribed three 
grams. A coroner’s jury ruled that 
the death was accidental. 

The law in Illinois provides that 


_ hospitals are liable in negligence 


cases only to the extent of the li- 
ability insurance that they volun- 
tarily carry. Dr. Karl S. Klicka, 
director of Presbyterian-St. Luke’s, 
said that his hospital is covered by 
liability insurance for protection 
of the hospital and the patient. 
Dr. Klicka stated that the IIli- 
nois courts could, at anytime, over- 
throw the limited liability provi- 
sions which now partially protect 
hospitals and that if this happened 
an uninsured hospital would have 
to bear the total weight of the 
judgment against it without the 
assistance of an insurance firm. 


Dr. Klicka suggested that, to 
eliminate nuisance suits and am- 
bulance chasing, which may occur 
under the present insurance sys- 
tem, an arrangement similar to 
workmen’s compensation be in- 
stituted as a substitute for liabil- 
ity insurance. Under this plan, 


compensation for injury would be 


limited by law and the program 
would be managed by a public 
commission. 


Schools of Nursing Set 
1958 Enrollment Record 


Estimated enrollment of  stu- 
dents in schools of professional 
nursing during 1958 was 46,600, 
the National League for Nursing’s 
Committee on Careers reported. 

In 1958, “the best recruitment 
year” in the history of the com- 
mittee, enrollment was up 
more than 5 per cent from the 


44,281 students who entered pro- 


fessional nursing schools in 1957. 

The estimated 1958 enrollment 
record is in part attributed to the 
largest new professional nursing 
class since the war years, the com- 
mittee stated. 

The committee reported that 
there were 6893 students enrolled 
in a basic degree program of 
nursing in 1957 and that an esti- 


mated 7250 were enrolled in such 
programs in 1958. In 1957, there 
were 36,618 nursing students in 
diploma programs; 1958 estimate: 
38,550. In 1957 there were 770 stu- 
dents in associate degree nursing 
programs; 1958 estimate: 800. 

In both 1957 and 1958, some 55 
per cent of those entering nursing 
schools entered programs fully ac- 
credited by NLN, 27 per cent 
entered provisionally accredited 
programs, and 18 per cent entered 
nonaccredited programs. 

Schools for practical nurses also 
set a record, the committee report 
showed. Admissions in 1956-57 
topped the 20,00@ mark, approxi- 
mately 3300 more than were en- 
rolled during the 1955-56 school 
year. 


$22.3 Million for Hearts 


Contributions to the 1958 heart 
fund totaled a record $22,345,718, 
the American Heart Association 
announced. This total is nearly $2 
million more than was collected in 
1957. More than $9 million of the 
1958 total resulted from “Heart 
Sunday” collections conducted by 
more than 1.5 million volunteers 
who visited approximately 20 mil- 
lion homes in 5500 communities in 
a single day. 
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faster handling of the deceased. Special hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instagt use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 
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THE NEW St. Barnabas Medical Center—described as America’s first ‘nuclear age hospital’’— 
is to be built at Livingston, N.J. Essential services will be housed in two underground floors. 


St. Barnabas Medical Center, 
presently located in Newark, N.J., 
has planned a new $8 million fa- 
cility to be constructed in Living- 
ston, N.J. 

Commenting on the new facil- 
ity, Leo A. Hoegh, director of the 
Office of Civil and Defense Mobili- 
zation, said the projected hospital 
“is the first to be constructed in 
the United States which will pro- 
vide fallout shelter for the protec- 
tion of patients and staff in the 
event of nuclear attack. This is 


because its functioning nucleus— 
all the professional and other es- 
sential services including the di- 
etary department—will be located 
in two stories below ground.” 

Dr. George C. Schicks, St. Bar- 
nabas executive director, said the 
new facility is to have three pro- 
gressive treatment areas; these 
will be divided into “newly ad- 
mitted,” “‘very ill” (including sur- 
gery), and “convalescents.” The 
units are designed to prevent the 
three groups from mingling. s 


Blasingame Says Health Field 
Viewpoints Need Expression 


A communications barrier exists 
between the health professions and 


the general public, said American 


Medical Association Executive 
Vice President F. J. L. Blasingame, 
and it is the job of knowledgeable 
hospital and medical personnel to 
break through the barrier by ex- 
pressing, in their own commu- 


- nities, the views of the health pro- 
fessions. 

Dr. Blasingame, speaking before 
the 1959 annual meeting of the 
Chicago Hospital Council, Jan. 22, 


Our new, illustrated 1959 catalog con- 
tains literally thousands upon thousands 
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counting items priced to save you money. 
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ATTENTION: HOSPITAL 
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blamed some health field com- 
munications difficulties on news- 
papers which feel that more copies 
will be sold with “scare” stories 
than with a calmer, more accurate 
report of health news. He also said 
that some doctors are guilty of 
spreading information which is 
not in the best interests of the 
health professions. 

Dr. Blasingame also made these 
points in his brief talk before the 
council: 

@® Technical work in the health 
field should be left to the technical 
personnel qualified to handle it; 
such workers should be permitted 
to work without interference. 

“Holding the line against 
rising medical costs is not merely 
the job of one member of the 
health team. It is a task that all of 

us—physicians, hospitals, the 
pharmaceutical industry and even 


the public—must work on if the. 


American people are to have 
quality health care at a price bea 
can afford. 


Therapy Group 
New Certification Program 


The American Occupational 
Therapy Association has announced 
plans for recognizing, through 
certification, the work done by 
psychiatric. occupational therapy 
assistants. 

Requirements of an acceptable 
training program for occupational 
therapy assistants, procedures for 
certification of graduates of ap- 
proved programs and a curriculum 
guide are available from AOTA 
headquarters, 250 West 57th Street, 
New York City 19. 

A “grandfather’s clause,” effec- 
tive until October 1961 will per- 
mit those who have worked a 
minimum of two years (prior to 
October 1958) in the psychiatric 
field as a member of an occupa- 
tional therapy department and 
have satisfactory recommendations 
from three qualified individuals, 
one of whom must be a registered 
occupational therapist under whom 
the applicant is working, to make 
application for certification. An 
insignia, reading “certified occu- 
pational therapy assistant,” will 

be made available to them. ° 


New Blood Bank Directory 
Lists 2202 Institutions 
The Joint Blood Council has re- 


leased the first comprehensive di- 
rectory of blood facilities in the 


United States. The directory con-— 


tains descriptions of the blood fa- 
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cilities, their location, extent of 
their operations, how they are 
organized, and the services which 
they have available. 

The directory is based on data 
supplied by 2202 blood banks, hos- 
pitals, and clinics. Some 3150 such 
institutions had been sent ques- 
tionnaires by the council. 

The directory is being distrib- 
uted free by the council to all in- 
stitutions and organizations which 
participated in directory’s 
preparation. Others may obtain 
copies of the directory by sending 
$1.50 for each copy wanted to the 


Joint Blood Council, 1832 M Street, 
N.W., Washington 6, D.C. 

In compiling the directory, it 
was learned that 1832 of the re- 
porting facilities administer whole 
blood, 1287 administer plasma, 
1021 administer serum albumin, 
994 packed red blood cells, and 311 
packed platelets. 

Many of the reporting institutions 
also store other body tissues. Ar- 
tery banks are maintained by 116 
reporting institutions, eye banks by 
36, bone banks by 200, skin banks 
by 24, and mothers’ milk banks by 
20. 


More Hospital Campaigns 
exceed goals 


WITH KETCHUM, 


INC. DIRECTION 


BUCYRUS COMMUNITY HOSPITAL 
Bucyrus, Ohio 

Goal: $650,000 

Piedged: $853,000 


ST. JOSEPH’'S HOSPITAL 
Lorain, Ohio 

Goal: $1,610,000 
Piedged: $1,689,000 


FRAMINGHAM UNION HOSPITAL 
Framingham, Massachusetts 
Goal: $900,000 

Pledged: $948,000 


May we help you in 1959? 


With professional campaign direction by Ketchum, Inc. these 


hospitals successfully completed major fund-raising efforts. We 


can offer you this same service—backed by 40 years of experi- 


ence—for your next campaign. 


KETCHUM, INC. 
Direction of Fund-Raising Campaigns 


- CHAMBER OF COMMERCE BUILDING 
PITTSBURGH 19, PENNSYLVANIA 
§00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 
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ALABAMA 


— 


EDWIN C. BRAMLETT 


State Association Presidents 
ARIZONA 


FLORENCE L. LADNER, R.N. 


MARYLAND 


BARRY BOWERS 


Assistant Administrator Administrator Director 
Mobile Infirmary Hoemako Cooperative Hospital for the Women 
Mobile Hospital of Maryland 
Casa Grande Baltimore 
New Officers Elected president, John L. Morrow, as- 


Chicago Hospital Council: president, 


Dr. Karl S. Klicka, director, Pres- 
byterian-St. Luke’s Hospital; 
president-elect, John C. Eller, ad- 
ministrator, Bethany Hospital; 
secretary-treasurer, Wendell H. 
Carlson, administrator, West Sub- 
urban Hospital, Oak Park, III. 
Wichita (Kans.) Hospital Council: 


sistant administrator, St. Joseph 
Hospital; vice president, E. Dean 
Grout, assistant administrator, 
Wesley Hospital; secretary-treas- 
urer, Major Don Setterlund, USAF 
(MSC), director of administrative 
services, 4347th Air Force Hos- 
pital, McConnell Air Force Base. 

Greater St. Lovis Hospital Council: 
president, Rev. Carl C. Rasche, 


Mop hospital floors 


with 


Keeping floors clean is a con- 
stant battle that can’t be elim- 
inated. But it can be made 
easier. You'll get the job done 


— gearing wrings 


in a hurry when you use a 
mo int 0 c Geerpres mopping outfit. 
| Easy-working, powerful in- 


“FLOOR-KING” Twin Tank 
Mopping Outfit for 
mops to 36 oz. 


vi as dry as you please 
without twisting or tearing. 
Best of all, no splashing on 
clean floors or clothing. 
Geerpres buckets roll at a 
f touch on quiet, rubber wheeled 
ball bearing casters. Electro- 
— wringer and rugged, 
ot dip galvanized buckets 
stop rust—last for years in the 
hardest service. 
Keep it clean. Get a Geerpres 
ing outfit today. Both 
and..twin-tank outfits 
_Svatlable im tliree. sizes plus 
other See 


WRINGER, INC. 


administrater, Deaconess Hospital; 
vice president, Dr. David Littauer, 
director, Jewish Hospital of St. 
Louis; secretary, Sister Mary 
Alice, administrator, De Paul Hos- 
pital; treasurer, Lilly D. Hoekstra, 
R.N., administrator, St. Louis Chil- 
dren’s Hospital. 

Nebraska Hospital Association: presi- 
dent, Joseph O. Burger; vice presi- 
dent, Lloyd Hermansen, adminis- 
trator, Dodge County Community 
Hospital, Fremont; secretary, Ed- 
ward D. Wilken, trustee, Mary 
Lanning Memorial Hospital, Hast- 
ings; treasurer, Sister Mary Ger- 
trude, administrator, St. Mary’s 
Hospital, Columbus. 

British Columbia Hospital Association: 


‘president, J. H. Hargrave, chair- 


man, board of trustees, Trail- 
Tadanac Hospital, Trail; first vice 


president, H. R. Slade, admin- 
istrator, Powell River General 
Hospital, Powell River; second 


vice president, D. A. Thompson, 
trustee, St. Paul’s Hospital, Van- 
couver; secretary, Kenneth Coni- 
bear, executive secretary, British 
Columbia Hospital Association: 
treasurer, Percy Ward. . 


Giant in the basement 
(Continued from page 85) 


similar to that outlined for heat- 
ing systems could have as its ob- 
jective the compilation of compar- 


ative cost figures for different 


types of central air conditioning. 

The vice president of a leading 
air conditioning equipment manu- 
facturing firm stated recently that 
two-thirds of the hospitals in the 
nation either have or are plan- 
ning to install air conditioning of 
some form. This statement is sig- 
nificant of a trend that must be 
faced and evaluated. Already stag- 
gering costs of patient care de- 
mand utmost concentration of 
economy in both construction and 
operation. Before making the ma- 
jor investment in central air con- 
ditioning and committing the hos- 
pital to more than trebled plant 
operating costs for the years to 
come, the building committee 
would be well advised to explore 
widely the experience of other 
hospitals in keeping their plants 
efficient and maintaining comfort 
temperatures. The test program 
proposed herewith seems a mini- 
mum first step toward the accu- 
mulation of necessary data. s 


HOSPITALS, J.A.H.A. 


— 
age 
ae, 
\ da | 
= 
: : 
; 
- 
4 
ans —_ 
SRO 


(Continued from page 60) 
NEW MEXICO 
Lincoln County Municipal, 
Carrizozo. 
NEW YORK 
Erie County Penitentiary, 
Hospital Unit, Alden. 
University of Buffalo Chronic 
Disease Research Institute, 
Buffalo. 
Brigham Hall, Canandaigua. 
Community Hospital of Schoharie 
County, Cobleskill. 
Delhi, Delhi. 
Emma Laing Stevens, Granville. 
State Agricultural and Industrial 
School Hospital, Industry. 
Newark-Wayne Community, 
Newark. 
Charles B. Towns, New York. 
Mountain, Olean. 
Greenmount-on-Hudson, 
Ossining. | 
Ransomville General, Ransomville. 
Rose, Rome. 
Salamanca District, Salamanca. 
Seneca Falls, Seneca Falls. 
Myers Community, Sodus. 
Bertrand Chaffee, Springville. 
Clifton-Fine, Star Lake. | 
Onondaga General, Syracuse. 
St. Mary’s, Syracuse. 
Syracuse State School, Syracuse. 
Twin Elms, Syracuse. 


Waterloo Memorial, Waterloo. 
| NORTH CAROLINA 


Central Prison, Raleigh. 
Chatham, Siler City. 


Casstevens, Winston-Saiem. 
OHIO 


Hospital of the Goodyear Tire and 
Rubber Co., Akron. 
Bedford Municipal, Bedford. 
Catherine Booth Home and 
Hospital, Cincinnati. 
Florence Crittenton, Cleveland. 
Nightingale Cottage, 
Reynoldsburg. 
Woodside Receiving, Youngstown. 
OKLAHOMA 
Coyne Campbell Sanitarium, 
Oklahoma City. 
Polyclinic, Oklahoma City. 
OREGON 
Dallas, Dallas. 
City of Portland Isolation, 
Portland. 
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ASSOCIATION 


SECTION 


White Shield Home and Memorial, 
Portland. 


Valley Forge Heart Hospital and 
Medical Center, 
Fairview Village. 

Fulton County Medical Center, 
McConnellsburg. 

Seidle Memorial, Mechanicsburg. 


Mercer Cottage, Mercer. 

Overlook Sanitarium, 
New Wilmington. 

Eastern Pennsylvania Psychiatric 
Institute, Philadelphia. 

Home for Crippled Children, 
Pittsburgh. 

Elk County General, Ridgway. 


PENNSYLVANIA 


161 W. Harrison St. @ 
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PHYSICIANS’ RECORD COMPANY 
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Your locked door is an open door to 
crime if you cannot account for all 
original and duplicate keys. 


By a professional, an amateur, or an 
employee, unauthorized entry by key 
results in millions of dollars’ prop- 
erty loss yearly. 


Inventory Tools Records Plans 
Confidential Information + Sam- 
ples Personal Property Equipment 
Materials + Vandalism + Furnishings 
Supplies + Cash 


STOP LOSS. Control all your keys 
with TELKEE, the only complete, 
positive system of key control. As 
simply as filing correspondence, 
TELKEE insures you against prop- 
erty loss, saves time spent searching 
for misplaced keys, eliminates even- 
tual re-locking expenses. 


From 21 to 2240 key capacities, 
there’s a TELKEE System to fit your 
property. Prices begin at $19.91. 
Savings in time alone will more than 
pay for TELKEE. The value of 
added protection and convenience 
IS immeasurable. 


FREE, “The Key To The Whole 
Thing”, your guide to TELKEE 
protection for your property. Mail 
coupon today. 

P. O. MOORE, INC. 


A Subsidiary of SUNBOC Corporation 


The MOORE KEY CONTROL System 
GLEN RIDDLE 89. PENNSYLVANIA 


P. O. MOORE, INC. 
Glen Riddle 89, Pennsylvania 
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McGough Private, Trafford. 
Hillsview Clinic, Washington. 
Willow Crest for Convalescents, 


Willow Grove. 
RHODE ISLAND 


Mercy, Woonsocket. 
SOUTH CAROLINA 


Whitten Village Infirmary, 
Clinton. 
Allendale County, Fairfax. 


Stroud Memorial, Marietta. 
TENNESSEE 


Charles H. Bacon, Loudon. 
Chamberlain Memorial, Rockwood. 
TEXAS 


Knights Templar, Arlington. 

Henderson County Memorial, 
Athens. 

Risser Clinic, Bonham. 

Dallas Home for Jewish Aged, 
Dallas. 

Health Center of Southern 
Methodist University, Dallas. 

Pinkston Clinic Hospital, Dallas. 

Nightingale Memorial, Del Rio. 

Eden, Eden. 

Fifth Avenue Clinic Hospital, 
Fort Worth. 

Lockwood, Houston. 

Huntsville Memorial, Huntsville. 

Adams-Loftis Eye Ear Nose and 
Throat, Longview. 

Camp Normal Industrial, 
Longview. 

Angelina County, Lufkin. 

Mathis, Mathis. 

Orange Memorial, Orange. 

Baptist Memorials Geriatric, 
San Angelo. 


San Juan, San Juan. 
UTAH 


Dr. I. W. Allen, Moab. 


Cottonwood Maternity, Murray. 
VIRGINIA 


Thomas K. McKee, Saltville. 
Chitwood Memorial Clinic, 
Wytheville. 
Wytheville, Wytheville. 
WASHINGTON 
Cobb, Seattle. 
Doctors Hospital of Tacoma, 


Tacoma. 
WEST VIRGINIA 


Shepherd, Charleston. 
WISCONSIN 


Algoma Memorial, Algoma. 

Langlade County Memorial, 
Antigo. 

Appleton Memorial, Appleton. 

Pureair Sanatorium, Bayfield. 

Krohn, Black River Falls. 

Memorial Hospital of Boscobel, 
Boscobel. 

Memorial Hospital of LaFayette 
County, Darlington. 

Homestead Convalescent, Delavan. 


Dodgeville General, Dodgeville. 

Wisconsin State Reformatory, 
Hospital Unit, Green Bay. 

St. Joseph’s, Hartford. 

Hayward Area Memorial, 
Hayward. 

Hazel Green, Hazel Green. 

Ovitz, Laona. 

Memorial, Manitowoc. 

Medford Clinic-Hospital, Medford. 

Oconto County and City, Oconto. 

Community Memorial, 
Oconto Falls. 

Rogers Memorial, Oconomowoc. 


Memorial, Osceola. 


Park Falls, Park Falls. 
Plymouth, Plymouth. 
Ripon Municipal, Ripon. 
Victory Memorial, Stanley. 


_ Tigerton Hospital and Clinic, 


Tigerton. 

Washburn, Washburn. 

Wisconsin State Prison Hospital 
Unit, Waupun. 

Marathon County General 


Hospital and Home, Wausau. 
| PUERTO RICO 


Ryder Memorial, Humacao. 


_ Hospital association meetings 


(Continued from page 6) 


18-21 Hospital Dental Service, San Fran- 
cisco (Sheraton-Palace Hotel) 
20-22 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 
20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City, N. J. (Convention 
Hall) 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City, N. J. (Convention 
Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law. Boston (Somerset Hotel) 
25-29 Nursing Service Administration, 
Cleveland (Pick Carter Hotel) 
30-June 4 Catholic Hospital Association, St. 

Louis (Kiel Auditorium) 


JUNE 


1-3 American National Red Cross, At- 
lantic City, N. J. 

1-3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) 

1-6 International Hospital Congress, Edin- 
burgh, Scotland 

2-3 Maine Hospital Association, Rockland 

(Samoset Hotel) 

4-S American Geriatrics Society, Atlantic 
City, N. J. 

8-10 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 

8-12 American Medical Association, At- 
lantic City, N. J. (Convention Hall) 

10 Connecticut Hospital Association 

10-12 North Carolina Hospital Association, 
Blowing Rock (Mayview Manor) 
12-14 Joint Council to Improve the Health 
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Care of the Aged, Washington, D. C. 

(Sheraton Park Hotel) 

Hospital Pharmacy. Salt Lake City 

(University of Utah, Union Building) 

18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 

21-23 Michigan Hospital Association, De 
troit (Sheraton-Cadillac Hotel) 


JULY 


_ 13-17 Hospital Purchasing. East Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 

13-17 Workshop on Team Nursing. Chicago 
(AHA headquarters) 


15-19 


Book reviews 


(Continued from page 97) 


The indirect costs of mental ill- 
ness, according to the author, in- 
clude such items as the cost of ab- 
senteeism. One must question the 
validity of this assumption because, 
it appears, the economy of the na- 
tion has become geared to a cer- 
tain amount of absenteeism. Were 
it not for loss of work from mental 
illness and other causes, it would 
be necessary to alter the number 
of people employed. Even if the 
indirect costs determined under 
this assumption are accepted as 


being reasonable, these costs do not 
represent factors that any group 
of society must plan to absorb. 

The information presented from 
a projection of the known statistics 
regarding the mentally ill can be 
very significant in planning facil- 
ities in which to house and treat 
these persons. Also, as the author 
points out, if limited resources are 
available, a study of statistics re- 
garding the estimated loss of work- 
ing years may be of assistance in 
determining the application of the 
available funds to the facilities that 
will be most advantageous to the 
economy as a whole. 

In his conclusions, the author 
has an interesting discussion re- 
garding the applicability of eco- 
nomic principles to nonprofit and 
governmental units. He states that 
the ultimate purpose of these units 
is “supporting, caring for and ad- 
vancing the members of that so- 
ciety and society itself.’”’ Economic 
and other considerations are, how- 
ever, still significant in evaluating 
various programs in light of the 
ultimate purpose. The author thus 
contends that one must look at the 
direct plus indirect costs to deter- 


mine if, for example, an increase 
in direct costs may be more than 
offset by reductions of indirect 
costs. He defends his theoretical 
stand on the basis that govern- 
mental expenditures in the final 
analysis accrue to the benefit of 
society, as stated above. The prac- 
tical problem still remains that the 
direct costs appear on budgets of 
governmental subdivisions and in- 
direct costs do not. One may agree 
with the thesis, as does the re- 
viewer, without ever agreeing that 
it is a concept which can be finally 
utilized by governmental agencies. 
This book provides the health 
field with an interesting analysis 
of one health problem. It would be 
well for all persons in the field to 
read the book and understand its 
implications. The author’s thesis is 
sound, and only through an appre- 
ciation of its implications by many 
persons can we hope to overcome 
the practical problems of imple- 
mentation. We can also apply the 
thesis to other facets of the field 
and ask where other areas exist in 
which alternative costs can benefit 
society more than existing appli- 
cations.—ELTON TEKOLSTE 


RELIANCE 


products are 
built on 


FOR: Use in Emergency Rooms 
X-ray therapy treatment 
Minor surgery. 


Positive four wheel 


no additional cost 


11 inch hydraulic height adjustment 


Conductive Rubber Tires are standard 
Conductive Cover is optional at 


SPECIALIST CHAIR 


Created expressly for EENT diagnosis and 
treatment—allows doctor, when seated, to 
work close to his patient, without stretching 
or leaning. Features in addition: rapid pa- 


So often the choice of progressive hospi- 
tals and clinics. 


By any test the RELIANCE No. 25. 


MOBILE EXAMINATION 
AND TREATMENT TABLE 


measures up to the high character for which 
Reliance has been known since 1898. 


tient positioning; smart appearance; trou- 
ble-free durability. 


See this equipment at your Authorized Dealer's or 
write for brochure. ( 


F. & F. KOENIGKRAMER CO., Dept. H-216 
96 Caldwell Drive, Cincinnati 16, Ohio 


Please send me ({ ) No. 25 Brochure 
) The Specialist 


Brochure 
Manufacturers since 1898 
NAME___ 
FP. & F. KOENIGKRAMER CO. 
a Dept. H-216, 96 Caldwell Drive, CITY ZONE___STATE__ 
Cincinnati 16, Ohio 
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One of the nice things about 
times of labor shortages is that it 
is then so easy to fire people. You 
don’t have to feel so sorry for 


them. 


x * * 


You are really getting old when 
yesteryears begin to seem like yes- 
terdays. 

x * 

SNAKE HOLLOW HOSPITAL 
NOTES: The nurses on ward III 
finally took down the mistletoe 
which they hung on Dec. 15th. 

The operators of the ski lift on 
Mount Slippery have now changed 
the trail so that it leads to the back 


entrance of our hospital. They say 
that this was done in order to save 
some trips for our ambulance. 

Two members of our courtesy 
staff lost their privileges because 
of rudeness. 

The hospital made several new 
records last year: More patients— 
more patient days—more opera- 
tions—and higher expenses. But 
the bigger we grow, the shorter 
we get. We also had the largest 


deficit in our history. 


A long time after we decided 


that large hospital wards were 
passé, someone thought of “to- 
getherness’”’. 
* 
Unfortunately, when a hospital 
administrator says, “Last month 
was a good month for our hospi- 


tal”, he means that a great many 


people were sick. 
People still call them Five and 
Ten Cent Stores. 
Why? 
2 
Probably the time will soon ar- 


rive when a man will lose caste 
when he pays for anything with 
cash. Credit cards will be used 
for any kind of purchase. The fel- 
low who pays with cash will ap- 
pear to be someone who cannot be 
trusted with a credit card. 

This is, perhaps, untrue; but it | 
may well be that the man who 
wants to pay cash will be quoted 
a lower price when he buys any- 
thing, because those with whom 
he deals will not have to suffer the 
deductions which credit card clubs 
make. 

Doctors and hospitals do not 
join in this trend, unless we con- 
sider Blue Cross membership as a 
credit card; which, no doubt, it is. 

Somebody might start a credit 
club for paying doctors and hos- 
pitals. I suggest the following 
slogan: Join the Whiners’ Club. 
When you are ill we pay the bill. 

x * 
An elephant never forgets, 

We are told. I don’t doubt it; 
But he learns very little; so let’s 

Stop all of this bragging about 

it. 


YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement IN non-absorb- 
able sutures is incorporated in these 


SUTURES... manufactured by Gudebrod 


for eighty-nine years. 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, ‘“‘How You Can Save 
up to 50% of Your Suture Cost.” 


Gudebrod BROS. 


SILK CO., INC. 


Executive Offices: 
12 South 12th St., 
Philadelphia 7, Pa. 


LOS ANGELES 


Surgical Division: 
225 West 34th St., 
New York 1, N.Y. 


CHICAGO BOSTON 
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~NEW SELF-CLOSING ROPELESS LAUNDRY BAG seals in linen 


Controls “Staph” 
from Bed to Laundry 


completely without knots, ropes or ties of any kind... 
permits fast, more aseptic pick-up, delivery and sorting 
of soiled linen! 


Prevents spread of “staph”- Eliminates tying, or 
laden dust or lint from linen’ cutting knots . . . 

. . . Simplifies and sup thoroughly .. greatly 
linen handling pr ure. bag maintenance costs. 


Available in a wide range of fabrics, color codings and in 
standard or special hamper sizes. Ask your ot a for 
free catalog and our literature on “staph” today, or write: 


OD SIGNERS AND MANUFACTURERS OF TEXTILE 
LINERS AND ACCESSORIES 
22 Thomas St. « East Hartford, Conn. 
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Classifications: Classified advertis- 
ing accepted to- run under the fol- 
lowing headings: 1—Services; 2— 
_Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


SHARPENING PROBLEMS: Let us help 
you have better work, by letting us 
sharpen your Microtome knives, Cataract 
knives, Keratomes, Scissors, Saws, Chisels 
ete. One week service. Thiemann Boett- 
cher & Co., Inc., 1993 Broadway, New York 
23, New York. 


WANTED 


SELLING HOSPITALS? CARRYING A 
SIDELINE interest you? Then AAA-1 
company is looking for you. Products top 
pone hag their field, enjoy national dis- 
tributi Basis strictly commission, 15%. 
HOSPITALS, x I-59 


FOR SALE 


17 new Hill-Rom 22064 DRESSERS: with 
mirrors @ $75.00 each. Morgan County 
Memorial Hospital, Martinsville, Indiana. 


POSITIONS OPEN 


ADMINISTRATIVE SUPERINTENDENT: 
for State Mental hospital located James- 
town, North Dakota. Salary open, plus full 
maintenance. Hospital population approx- 
imately 1,800. Requirements—At least five 
years experience as Hospital Administra- 
tor. Contact H. H. Joos, Chairman, State 
Board of Administration, State Capitol 
Building, Bismarck, North Dakota 


CHIEF MEDICAL RECORD LIBRARIAN: 
Registered. Modern challeng- 
ing opportunity in 300 bed fully accredited 
ere hospital. Salary open. ASSISTANT 

ED. RECORD LIBRARIAN. Salary com- 
mensurate with those in area. Apply Ad- 
ministrator St. Joseph's Infirmary, At- 
lanta, Georgia. 


DIETITIAN: position being created by 
opening of 120 bed rehabilitation addition 
to Iowa Methodist Hospital. Excellent op- 
portunity for ADA registered hospital 
trained person. Possibility of work in 
' either therapeutic or administrative areas. 

Good pay, liberal benefits. Apply 
nel Director, Iowa Methodist 
Moines, Iowa. 


ee ee: male or female, 26 bed 
Tr college town, pop. 4,000, position 
avaiiat — March Ist. Address: Ethel 
lz Sec. P.O. Box 490, Wayne, Ne- 
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DIETITIANS: positions in two Cen- 
general hospitals, with active A.P.C.’s 
operated in the coal mining ons of 
eastern Kentucky, southwestern Virgi 
and southern West Virginia. ADA mem- 
bership required with experience in ad- 
teaching, and/or therapeu- 
tics. Food Clinic e rience desirable. 
Salary at —~ rate of and $5880 per 
a our week, 4 weeks paid va- 
cation. holidays. of uni- 
form. Social Security plus non-contribu- 
tory retirement plan. If you meet the 
above requirements. Write or call collect: 
The Miners Memorial Hospital Associa- 
tion, Box 61, Williamson, est Virginia, 
Phone No. 494 


DIRECTOR OF NURSES: for the nursing 
service of a county hospital and welfare 
home. Operated jointly, 450 patients, 
States Subsidy, in the New York Metro- 
politan area, ig’ years of age or under, 
good health, S. degree in nursing and 
adequate caateehamean as an administrator, 
salary open. Holidays, thirty days vaca- 
tion, accumulated sick leave, pension or 
Social Security coverage and a private 
— Address HOSPITALS, Box 


OPERATING ROOM SUPERVISOR: 129 
bed and 22 bassinet fully accredited hos- 
pital—location central to Boston, Provi- 
dence and Cape Cod—Taunton, Massa- 
chusetts. Special clinical preparation in 
supervision, B. S. desired. Surgical Tech- 
nician program under consideration, qual- 
ified surgical staff, excellent personnel 
policies. Salary open depending on quali- 
fications and experience. Write Director 
of Nursing Service, Morton Hospital, 
Taunton, Massachusetts. 


ASSISTANT EXECUTIVE HOUSE- 
KEEPER: Expansion of one of Milwaukee's 
largest private general hospitals has cre- 
ated a new position for a woman with 
and supervisory ability. Pre- 
fer woman 30 to 40 with a minimum of 
three years of supervisory work in this 
field, or with previous teaching and other 
administrative experience. Salary open 
Many employee benefits, including a pen- 
sion program. Send complete record of 
education and work experience to Person- 
nel Director, Milwaukee Hospital. 2200 West 
Kilbourn Avenue, Milwaukee, Wisconsin. 


DIRECTOR OF NURSING: Administer and 
coordinate program of nursing service and 
school of nursing. 185 bed general a toe 
J.C.H.A. approved, approved diploma 
school of 150 students, new student pace 
to and nursing education building, mas- 
ter’s degree desired but not required. Ex- 
cellent working conditions, personnel 
policies, and very attractive salary. Recruit- 
ment of registered nurses and student 
nurses is not a problem. 95% of active 
medical staff is rd certified. Contact 
Byron DTD. Jackson, Administrator, St. 
Luke's Hospital, Fargo, North Dakota. 


REGISTERED LABORATORY TECHNI- 
CIAN: female. Will consider recent grad- 
uate who has not taken the registry. Good 
personnel policies, salary open. Write 
H. E. Allen, Clinch Valley Clinic Hospital. 
Richlands, Virginia. 


BUSINESS MANAGER—COMPTROLLER: 
Capable of assuming authority. Reorgani- 
zation of all phases of business office. 85 
bed J.C.A.H. approved hospital. Western 
Pennsylvania famous resort area. Address 
HOSPITALS, Box I-85. Stating experience 
ee salary desired and when 
available. 


ADMINISTRATIVE ASSISTANT: wanted 

to assume functions of Controller and Per- 

sonnel Record Office. Assignment requires 

sound hos — accounting background with 

> and collections talent. st central 
190 beds now, more later. Include sal- 

ary, history OR requirements in resume. 
ress HOSPITA . Box I-94 


CLASSY ERTISING 


and co- 
ce 


successful ex . 

Excellent salary, personnel licies. City 

of 110,000 located on beau Lake Su- 

rior. Write Personnel Director, St. Luke's 
ospital, Duluth 11, Minnesota. 


: St. Francis Hos- 
vital, New York. Expand- 
ing to 300 beds. Fully approved. Standard 
nomenclature of diseases and operations 
used open. Write, Personnel Di- 


MEDICAL 
RECORDS LIBRARIAN 


rector. 


REGISTERED LABORATORY TECHNI- 
CIAN: Florida ae 40-hour work 
week; salary to: Personnel Di- 
rector, Oo. ‘ben AP Daytona Beach, 
Florida. 


The International Cooperation Administra- 
es which directs U. S. technical assist- 

s in 60 countries, needs sev- 
ran OSPITAL ADMINISTRATORS for 
responsible positions overseas. Minimum 
requirements are a B. A. in business ad- 
ministration and an M. A. in hospital ad- 
ministration. Curricula vitae may be sent 
to the Public Health Division, Box HA-1, 
1.C.A., Washington 25,.D. C. 


NURSES: Registered; dut and 
aan room. Modern istrict 

per month Contact 
Administrator, Tulare istrict ‘Hospital, 
Tulare, California. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigon Ave. 


Chicago 11, HMlinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
itai and medical fields confronted with 
he delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ee in all parts of America, includ- 
countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each month 
- — Write us please for further 
e 


HOSPITA! EXECUTIVE AND COMMERCIAL 
PLACEMENT AGENCY 


790 Broad Street, Newark 2, N.J. 


To Employers—We offer our confidential 
screening service. 
To Employees—We offer our confidential 
placement service. 
Please write for details, 
William J. Joel, Assistant Director 


POSITIONS WANTED 


ADMINISTRATOR: 32 presently employed 
in JCAH approved hospital, desires change 
to large hospital, location not a factor. Ex- 
tensive successful hospital experiences in 
all phases, and organization. Will consider 
— of Assistant with possibilities. Wife 
s Ft ae employed as Chief Nurse An- 

etist. Address HOSPITALS, Box I-88. 


BUSINESS MANAGER: Controller six 
years experience as assistant business 
manager and accountant in a 200-bed hos- 
pital. All locations will be considered. Ad- 
dress HOSPITALS, Box I-97. 
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DIRECTOR OF NURSING: 7 
} ordinate work of Nursing 
School of JCAH non- 
sectarian hospi of 576 beds a 
| 125 non-acutebeds) and NLN 
diploma program school of 160 students. 
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SOLUBLE B VITAMINS with C and B,,. 


INCERT® vial for I.V. solutions 


This newest addition to the INCERT® family of ‘‘closed 
system” additives makes available essential components 
of the B complex, plus vitamin C and B,, for routine 
parenteral administration. 


No needles, ampules or syringes to fuss with. Simply 
reconstitute the lyophilized mixture in the INCERT vial 
by pumping fluid from the solution bottle... pump the 
mixture back into solution bottle... and it’s ready for 
administration. 


Clinical reports'-2-3 suggest that large doses of vitamin 
C are beneficial in decreasing the incidence of post-trau- 
matic and postoperative shock, in improving wound heal- 
ing and in hastening the healing of extensive burns. 


Vitamin B,, has been suggested as an adjunct to therapy 
in the elderly patient undergoing operation or any other 
severe stress‘ and for use in the prevention of depressed 
hemopoiesis and disturbed enzyme activity which may 
occur during severe illness, following burns, after radia- 
tion therapy, or in certain pathologic states. 


Complete information on the Incert System available. 
upon request. 


~\ TRAVENOL LABORATORIES, INC, Pharmaceutical products division of 


BAXTER LABORATORIES, INC. 


MCERT C1OOO with? 
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I tablet-a-day schedule— greater convenience and economy for patients + rapid effect—prompt 
absorption + prolonged action —ctlective plasma and tissue concentrations sustained day and night 
with 1 tablet daily - wide antibacterial spectrum —effective in urinary tract infections, upper 
respiratory infections, bacillary dysenteries, and surgical and soft tissue infections, due to sulfona- 
mide-sensitive organisms + well tolerated—low dosage and high solubility minimize possibility cf 
crystalluria. | | | 

Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe 
infections. Maintenance — 1 tablet (0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for details 
of dosage and administration. Available: Quarter-scored tablets of 0.5 Gm., bottles of 24, 100, and 1,000. 
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